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. Editorial * 


Hippocrates 
The Father of Scientific Medicine 








HE Age of Pericles—sometimes called the 

“Golden Age of Greece’—began about 450 
years before the Christian Era, and it is said that 
never, before nor since, were so many men of geni- 
us in various lines gathered together in so small 
a time and space. Sophocles, Aristophanes, Socra- 
tes, Plato, Herodotus, Phidias, and Hippocrates 


were among the brightest luminaries of that re- 
markable period. 


The father of Hippocrates was one of the heredi- 
tary priests of Asklepios—the Asklepiadae. His 
famous son was born on the Greek island of Kos 
(or Cos), at the beginning of the eightieth Olym- 
piad (about 460 B. C.), and received his first medi- 
cal instruction from his father. Later he studied 
at Athens and gained experience and practice in 
Thrace, Thessaly, and Macedonia, and became a 


leader in the school of medical thought centering 
about Kos. 


Hippocrates changed the entire outlook of Koan 
medicine and laid the first scientific foundation for 
clinical practice. He was, apparently, the first 
physician endowed with what we now call the sci- 
entific spirit, and was destined to lift his profes- 
sion out of the bogs of empiricism and superstition 
and lead it to the high, bright country of cool, un- 
biased observation and the making of accurate and 
truthful records. His were almost the only rec- 
ords of that kind for the next 1,700 years. 


In the Knidan school, whose center was the city 
of Knidos, disease was pre-eminent and the aim 
was to make metriculously accurate diagnoses 
(often mistaking a mere symptom for a disease— 
in error not wholly unknown even today) and to 
ipply specific forms of treatment. In certain par- 
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ticulars it was not unlike the ultra-refined diag- 
nostic procedures and the strivings after specific 
therapy which have characterized the immediate 
past and even the present day, and from which we 
are only now beginning to emerge. 

Hippocrates (and after him, the Koan school) 
looked upon the patient as the true center of in- 
terest, and recognized disease as being, not an en- 
tity (a devil dwelling within him), but as a change 
in the condition of the patient’s body, which af- 
fected the continual battle which goes on between 
the self-healing powers of the human organism and 
the various morbific agents which threaten its in- 
tegrity. Thus Hippocrates was the originator of 
the type of medical thought which is once more 
gaining ground in the profession. 

When we remember that this towering Greek 
had no instruments of diagnostic precision beyond 
an active and open mind and his five keen, trained 
senses, we are astonished at the accuracy of his 
descriptions of a variety of morbid processes. His 
pictures of phthisis, puerperal septicemia, mumps, 
epilepsy, the various forms of malaria, the acute 
respiratory diseases, dysentery, melancholia, and a 
number of other maladies could, with some minor 
modifications, take their places in the most modern 
textbooks. The “Hippocratic facies” of these in 
articulo mortis is recognized, today, by all clini- 
cians. 

Above all things, Hippocrates was honest and 
sincere. He studied the patient, persistently and 
painstakingly—he really was the founder of bedside 
practice—until the true clinical picture began to 
stand out and become clear. And, having observed 
with care, he recorded with frankness, whether the 
results were especially creditable to him or not. The 
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twentieth century is vindicating many of the Hip- 
pocratic dicta which were scornfully cast aside by 
more ignorant and (therefore) more self-conceited 
generations. 

Nor does the fame of Hippocrates rest solely up- 
on his enormous and revolutionary contributions to 
clinical medicine. He was also the earliest promul- 
gator of a formulated enunciation of medical ethics; 
for, while the Hippocratic Oath may not have been 
written by him, in person, there can be no doubt 
that he definitely inspired it and that it was the 
mature expression of his direct teachings. 

A number of books are attributed to Hippocrates, 
and the controversy as to which of them he actually 
wrote and which were written by his immediate 
disciples is beside the point, for it is his genius 
which breathes through them all, even if his own 
hand did not pen the simple but lofty words in 
which they are couched. Chief among these works 
are: “Prognostics,” “Aphorisms” (they read like 
shorthand notes taken at the bedside), “Of Epi- 
demic Diseases,” “About Air, Water, and Places” 
(the earliest treatise on climatology), and “Wounds 
of the Head.” 

While some of the ideas of Hippocrates may 
seem ridiculous to us, in view of recent scientific 
discoveries, it will be recognized that the following 
of his general diagnostic studies and his outline of 
treatment—fresh air, proper diet, purgation, blood- 
letting (under proper circumstances), a few simple 
decoctions (we have more potent drugs now, to be 
sure), massage, and hydrotherapy—may well be 
made the foundation of professional success, today 
as well as 2,500 years ago. 

The end of this Great One, like the beginning, 
is veiled in some obscurity, his age being various- 
ly reported at from 85 to 109 years, but it is fairly 
certain that his passing took place at Larissa, in 
Thessaly, somewhere about the year 370 B. C. 

Every physician can well emulate the example of 
the Father of Clinical Medicine and of Medical 
Ethics, and all should give him his meed of ad- 
miring respect and sincere thanks for his contribu- 
tions to the science and art of healing. 


= 


Beware when God lets loose a thinker; then all things 
are at stake—Emerson. 
eS 


Physical Therapy a Part of 
Medicine 


S ome years ago, when modern physical therapy 
was rather new, it was looked upon as a group of 
procedures more or less apart from the general 
field of therapeutics—an offspring of somewhat du- 
bious parentage, left upon the doorstep ef Medicine. 

With some such idea in our subconscious, we in- 
augurated a special department of Physical Ther- 
apy and Radiology, and, later, added Office Ther- 
apy to that group, and have kept on segregating 
these methods (or trying to do so); but this has 
grown increasingly difficult, since they are all a 
part of medical practice and are used in conjunc- 
tion with all other therapeutic procedures. 


Editorial Department 


Clin, Med. & Surg. 


Now we have perceived the situation so clearly 
that we have taken down the partitions and dis- 
continued this separate Department, but the ex- 
pert associate editors will continue on our staff, to 
help us in bringing to you the most important and 
practical ideas in these fields, as well as in all 
other branches of clinical practice, and this ma- 
terial will appear, where it now properly belongs, 
among the general articles, abstracts, and book re- 
views. 

eS 


Experience without understanding leads to chaos. 
—J. KrisHNAMURTI. 


= 


Discipline 

T ue social misfit whom we call a hobo thumbs 
his nose at the respectable ones and says, “I re- 
fuse to work. The world owes me a living and I 
will collect it, from house to house. Discipline 
and conventional standards are not for me.” And 
by that attitude he demonstrates that, as an indi- 
vidual, he has not yet emerged from the evolu- 
tionary state of barbarism. 

Why do we have to work? It is because our 
earth, in its primitive and undeveloped condition, 
is unable to support the multitudinous hordes which 
infest its surface in “the way to which they are, 
or would like to be, accustomed.” We are de- 
manding comforts and luxuries undreamed of a 
century ago, and Nature does not give us these 
things for nothing. Were we content to live like 
a South Sea Islander, on a diet of fruits, with a 
ghee string for clothing and a grass and bamboo 
hut for a home, we could have as carefree an ex- 
istence as he. 

Morality is based upon popular opinion and the 
conditions of one’s environment. Today, the man 
who does not, during his most active years, pro- 
duce more than he consumes and lay the surplus 
away for the leaner years, is guilty of social im- 
morality. Thus thrift, which would be foolishness 
to the savage, has a definite survival value in a 
civilized community and becomes an indispensable 
virtue, in spite of the deplorable example now be- 
ing set by our present Government. 

The question which arises in our criminal courts 
is, “Is the behavior of the man before the bar 
useful or destructive to the social order?” Upon 
the answer he will be spared or hung. 

The man who cannot control his conduct is out 
of place in a civilized society. The world belongs, 
by a law of Nature, to the disciplined races; and, 
by the same law, the good things of life gravi- 
tate to the disciplined individual. 

Our Republic is on trial. Such a form of gov- 
ernment is impossible for undisciplined peoples. 
Government is essential to orderly progress and 
development, and those who cannot or will not 
govern themselves, must be ruled by a tyrant, for 
their own welfare. Some of the most constructive 
rulers in history have been the greatest despots. 

So if we aspire to a useful place in the scheme 
and work of the twentieth century, we must first 
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Detail 


achieve self-discipline (for, at the last, that is the 
only kind that counts), not merely in great mat- 
ters, but, especially, in the seemingly trivial affairs 
of everyday life; and, not merely in our acts, but 
in our feelings and thoughts, as well. This is the 
road to power and peace and success; and it was 
seen by a wise man of old, who said, “He that 
ruleth his spirit is greater than he that taketh a 
city.” 
= 
He who believes in nobody, knows that he himself is 
not to be trusted.—AvVERBACH. 


= 
The Detail Man 


Tuere are, of course, a 
great many ways in which 
medical men can be classi- 
fied; but one of these divi- 
sions might be as between 
those who feel that their 
professional education was 
finished when they received 
their diplomas and_ rather 
resent the idea that anyone 
— especially any layman — 
can tell them = anything 
worth while, and those who, 
as the clever seventeenth- 
century Spanish priest, Bal- 
tasar Gracian, expressed it 
in his delightful “Oraculo 
Manual,” are “peculiarly 
smart, because they learn 
without effort and much 


from many, being taught by 
all.” 


A doctor of the former 
class rarely or never attends 
society meetings or  post- 
graduate courses, for fear someone will be so pre- 
sumptuous as to suggest the possession of some 
knowledge, the acquirement of which might make 
him a better physician. If a detail man from some 
high-class pharmaceutical house should make such 


a suggestion, the poor fellow would probably be 
chucked out on his ear, 


responses. 


specialty. 


City. 
“Amino Acids 


Those of the latter group have their eyes, their 
ears and their minds wide open all the time. They 


“ 


stop, look, and listen” to all and sundry who 
might have something to say that could be of value 
to them. They may hear and read a good deal of 
nonsense, but if, out of a bushel of such, they can 
winnow a handful of useful clinical suggestions, 
the result is worth the effort. Remember that 


NEXT MONTH 
Dr. A. W. R. Thiel, of Los 
Angeles, Calif., will discuss ra- 
tionale and use of pancreas ex- 
tract, as an adjuvant to bacterial 
vaccines in stimulating opsonic 


Dr. Gentz Perry, of Evanston, 
IiL., will present the practical fea- 
tures of radiology as a medical 


Dr. Joseph B. Biederman, of 
Cincinnati, Ohio, will describe an 
adjustable nasal filter which gives 
relief to many hay fever patients. 


COMING SOON 


“The Oral Use of Colloidal 
Iodized Sulphur in Arthritis,” by 
Irwin I. Lubowe, M.D., New York 


sufficiency,” by I. S. Klieger, B.S., 
M.D., New York City. 
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Withering learned 
woman who made 


about digitalis from old 
“varb teas.” 

When a capable physician takes a course in lab- 
oratory technic or physical procedures or the fit- 
ting of spectacles or any other special line of work, 
there is a good chance that the man who teaches 
him these things, even though he is a Doctor of 
Medicine, may know a good deal less about the 
general practice of that profession than he, the stu- 
dent, does. But that makes no difference to such 
a man. He realizes that his teacher knows more 
about one thing than he does, and that one thing 
is just what he is eager to learn. 

The average high-grade 
detail man from a_ house 
making medicines or instru- 
ments or physical therapy 
apparatus, is a well-trained 
specialist on one or two or 
three drugs or pieces of ap- 
paratus, and although 
may not be a_ physician 
(though a good many of 
them are), he knows a good 
deal more about the partic- 
ular thing he is presenting 
than the average doctor 
does, and the medical man 
who refuses to listen to him 
just because he has no pro- 
fessional degree, is missing 
an opportunity to acquire 
valuable instruction for 
nothing. 


an 


he 


Of course, a good clini- 
cian with a large and active 
practice cannot spend a great 
deal of time with every de- 
tail man that comes along, 
but a reasonable amount of 
will teach him which are the men 
who will be likely to have something worth while 
to tell him, and if he is wise he will take time to 
listen to them, 

The _ better 
profession are 


in Dietary In- 


experience 


class of 


now 


purveyors to the medical 
spending a great deal of 
money and effort in training competent and intelli- 
gent detail men, and the clever physician can, with 
a very moderate expenditure of time, acquire the 
equivalent of several highly instructive postgrad- 
uate courses by listening to what these men have 
to say, and then sifting the information thus ob- 
tained through the sieve of his experience and 
judgment, to determine how much of it he can 
profitably use. 


EE 
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Pancreatic Enzymes in Food Allergy 


By 


ANTON W. Oc tcoetz, M.D., PAut A. OeELGcoetz, B.A., and 
J. WitteKinp, R. N., Columbus, Ohio 


HE authors of this paper have now used the 

pancreatic enzymes in the treatment of food 
allergy for ten years. This is a brief report of our 
clinical experiences. 

Objection has been raised against the treatment 
of food allergy with pancreatic enzymes on the 
grounds that we attempt to treat specific sensiti- 
zations, produced by biologically different proteins, 
by means of one single remedy, and that, while 
sensitization is always specific, treatment by en- 
zymes is always non-specific, the treatment being 
the same, irrespective of the food which is caus- 
ing the trouble. 

Our answer is that, while all proteins are bio- 
logically different, they are enzymatically similar, 
in that they are all digested by the same pancreatic 
trypsin. No matter which protein is causing the 
trouble, complete hydrolysis by pancreatic trypsin 
will render the offending protein non-antigenic. 
This, however, applies only to food proteins. Pollen 
proteins are not fragile to trypsin; hence hay fever 
and pollen asthma are not amenable to enzyme 
therapy. 

Very often a case presents itself in which sensi- 
tization is a result of the combination of some food 
protein with a chemical substance—Aspirin (ace- 
tosal), for example—and the resulting photo-sen- 
sitive compound is the immediate cause of the pa- 
tient’s complaint—usually a skin manifestation. In 
such cases, enzyme therapy is the only logical 
treatment. The enzymes hydrolyze the offending 
compound and thereby render it non-antigenic. 

It has been conclusively shown that all whole 
proteins and all protein split products, all the way 
down to, but not including aminoacids, are anti- 
genic. Indeed, most of the split products of pro- 
teins do not even have a name; they are too ephe- 
meral to be captured by the chemist. One can not 
expect to detect these moving split products by 
any specific test; and, of course, one can not de- 
sensitize specifically against an unknown product. 
The only manner in which such cases can be 
treated is by the administration of pancreatic en- 
zymes which split, unbuild, tear down the offend- 
ing protein or compound, whatever it is. 

Although it seems like unnecessary reiteration, 
we wish again to stress the importance of taking 
a careful history and making a thorough, complete 
physical examination in every case. Not every case 
of dyspnea is asthma. Dyspnea might be the re- 
sult of beginning heart failure, bronchitis, bronchi- 
ectasis, a severed recurrent laryngeal nerve, extra 
systoles, tuberculosis, tumors and enlarged glands 
in and about the lungs, fluid in the abdomen, etc., 
and the treatment, of course, differs with the path- 
ologic condition. Obviouslv. one can not expect re- 
sults from enzyme therapy in the treatment of 
dyspnea resulting from heart failure. 


Cardiac asthma is not allergic asthma, but very 
often serious disease, of any nature, will cause a 
secondary pancreatic hypofunction. In such cases 
the serum enzyme test will indicate food allergy, 
which adds its quota to the common distress; but 
no real results can be expected without correction 
of the basic lesion or dysfunction. Likewise, a skin 
eruption might result from a variety of different 
conditions, such as syphilis, arsphenamines, bro- 
mides, barbiturates, Aspirin, fungi, contacts, etc., 
and there may be a secondary pancreatic hypofunc- 
tion. Again real results depend upon recognition 
and treatment of the underlving condition. 

Very often (and we have found this to be nar- 
ticularly true in the treatment of hay fever with 
desensitizing injections), a complicating, secondary 
food allergy prevents recovery until the pancreatic 
hypofunction has been corrected. Just because a 
man has a positive Wassermann reaction is not 
evidence that he does not also have a broken leg, 
or an infected gallbladder. The rule is to take a 
careful history, make a complete examination and 
then correct all disorders found. A good allergist 
must first be a good clinician. The practice of 
simply making specific tests for allergy too often 
leads to incorrect diagnoses and unsuccessful 
treatment. 

It is difficult to evaluate correctly the therapeutic 
results in the treatment of a condition which mani- 
fests itself in a variety of apparently unrelated 
phenomena. Many allergic states (urticaria, for 
example) are self-limited, or quickly clear up after 
taking a simple cathartic. We must be careful that 
our reports are not based upon psychotherapeutic 
effects or upon observations of mere symptomatic 
improvement. 

The only manner in which we can be sure of the 
reality of our results is to develop methods whereby 
we can determine, objectively, the efficacy of the 
therapy. When such objective technic is correlated 
with the clinical results of treatment, the conclu- 
sions should be of value. Such a technic is avail- 
able in the test devised by the authors for deter- 
mining the serum concentration of the pancreatic 
enzymes. This test was completely described in 
previous articles.!: 2 

Before presenting typical case reports, it will be 
valuable to review the dietetic management of food 
allergies. 

It will be remembered that, according to our 
conception, food allergy is a result of pancreatic 
hypofunction. In short, the patient is taking too 
Wittekind. 


Am 


A. W.: Oclgoetz. P. A.: and 
Food Allergy: A Preliminary Report 
& Nutrition., Dec., 1934. 

A. W.; O6celgoetz. P. A.: and 
Enzymes and Food Allergy 


1.—Oelgoetz, 
J.: Studies in 
J. Digest. Dis. 
Wittekind., 
M Rec 


2.—Oelgoetz, 
J.: The Pancreatic 
Oct., 1939 
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much food—not too much for nutritional require- 
ments, perhaps, but more than can be split by the 
available pancreatic enzymes. The condition can 
be treated by increasing the available enzymes, 
thus matching the food intake with a sufficient con- 
centration of enzymes; or by decreasing the food 
intake to meet the lessened pancreatic secretion. 
Because these patients are unable to digest all of 
the food taken, many are underweight, and the 
only logical manner in which to increase the 
weight, and simultaneously correct the allergic 
state, is by the administration of the pancreatic 
enzymes, 

Elimination diets are temporarily beneficial, be- 
cause they decrease the food intake. For the same 
reason, any change in the patient’s dietary habits 
will often be helpful. Patients who are heavy 
eaters of a limited number of foods, will often 
improve under a controlled, reduced hospital diet. 


Case Reports 

Case 1: M. H., a girl, age 8 years, with large, 
liver-colored, pigmented areas, involving only 
the face and uncovered parts of the neck and 
chest, which first appeared while on a trip 
through Europe, and gradually grew larger until 
they presented areas as large as a dollar. Phys- 
ical examination was negative, with the single 
exception of the pancreatic index, which was 
minus 4. 

Ten (10) grains of pancreatic extract* were 
given after each meal and at bedtime. The pig- 
mented areas gradually disappeared, and six 
months later the skin was entirely normal. There 
was no recurrence two years later. 

This was a case of pancreatic hypofunction, 
secondary to a low-threshold nervous system, 
which was aggravated by the excitement inci- 
dent to a trip abroad. The absorbed whole pro- 
tein united with some unknown substance to 
form a_ photo-sensitive compound, which was 
split by the pancreatic trypsin. 

Case 2: J. H., a man, age 42 years, a worker 
in rare metals, complained of periodic attacks of 
“gas,” together with other vague disturbances 
in the upper abdomen. The attacks came on most 
frequently and most severely at night, awaken- 
ing the patient from sleep. 

Physical examination was negative, with the 
exception of the prostate, which contained abun- 
dant pus, and a minus-4 pancreatic index. Exam- 
ination during an attack disclosed a flat abdomen 
with no gas present, and the heart was normal. 
Intra-gastric photography, during an attack, dis- 
closed greatly swollen rugae, which returned to 
normal in the interim between attacks. 

Ten (10) grains of pancreatic extract, 4 times 
daily, always brings relief within 24 hours; 
however, the attacks recur about once every 
month. 

This is a case of pancreatic hypofunction, sec- 
ondary to the infected prostate. Although the 
prostate has been vigorously massaged for more 
than two years and sulfanilamide has been given 
in adequate doses, the prostatic secretion still 
contains abundant pus cells, which, we believe, 
accounts for the recurring attacks. 

Case 3: A colored man, age 40, a janitor, com- 
plained of attacks of severe dyspnea, which have 


*The preparation used in these cases was ‘“Holadin,” 
manufactured by Fairchild Brothers and Foster, of New 
York. 
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been gradually increasing in severity for 5 years. 
When we saw him he was in status asthmaticus, 
which prevented him from continuing at work. 
Examination disclosed typical, severe asthma, 
while the pancreatic index was minus 4; nothing 
else abnormal was found. The attacks were im- 
mediately controlled with epinephrin and amino- 
phyllin, but, when these were discontinued for 
one day, immediately recurred. 

Ten (10) grains of pancreatic extract, 4 times 
daily, resulted in much improvement, but diff- 
cult breathing continued in a minor degree. Be- 
cause the pancreatic index was still minus 3, 
pancreatic extract was then given in doses of 20 
grains 4 times daily, after which the attacks 
stopped completely. Twice during the past year 
he has returned with minor recurrences, which, 
however, were readily controlled with pancreatic 
extract. He has now been free from all dysp- 
nea for 18 months. 

This was a case of asthma, secondary to pan- 
creatic hypofunction. The case was interesting 
in that, from the first, the patient insisted that 
eating (especially overeating) all foods had 
something to do with his trouble. Dust, incident 
to his work, was not a factor, as absence from 
work for one month did not bring relief. 

Case 4: C. C., a married woman, age 60, a 
professional pianist, was ill for one year and lost 
40 pounds in weight. Following a serious psy- 
chic trauma, the patient developed severe but 
vague disturbances in the upper abdomen, which 
she insisted (and had been told) were caused by 
“heart trouble.” Physical examination was nega- 
tive, with the exception of the pancreatic index, 
which was minus 4. Intragastric photography 
disclosed swollen rugae. 

On August 17, 1936, her weight was 142 
pounds and she was free from symptoms. On 
June 30, 1938, her weight was 162 pounds and 
the pancreatic index was normal. Pancreatic ex- 
tract was the only medication given. She has 
since continued free from symptoms. 

Case 5: D. S., a married woman, age 36, com- 
plained of intense headaches, which she had had 
during most of her adult life. She took incred- 
ible quantities of Bromo-Seltzer and other coal- 
tar anodynes. Physical examination was nega- 
tive; the pancreatic index was minus 4. 

Ten (10) grains of pancreatic extract, 4 times 
daily, increased her weight ten pounds, and com- 
pletely eliminated the headaches, except at the 
menstrual periods, when they recur in a minor 
degree. She continues to take the pancreatic ex- 
tract, anticipating the menstrual periods, and 
finds anodynes no longer necessary. Our diag- 
nosis was migraine, secondary to food allergy. 

Case 6: T. F., a man, age 35, complained of 
successive crops of canker sores of more than 2 
years’ duration, which began when he was pro- 
‘moted to the “trouble” department of his firm. 
He was a very nervous individual. Physical 
examination was negative; pancreatic index, 
minus 3. 

Ten (10) grains of pancreatic extract, 4 times 
daily, brought relief in ten days. He returned on 
two occasions during the past year, with recur- 
rences, which, however, were controlled with 
pancreatic extract. 

Case 7: L. T., a married woman, age 45, pre- 
sented two large, dark-brown pigmented areas 
over the right cheek and forehead. Physical 
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examination 
minus 4. 

Ten (10) grains of pancreatic extract, 4 times 
daily, brought about gradual fading; however, it 
was 3 months before the complete disappearance 
of the pigmented areas, especially along the hair 
line. Recently, two days before entering the hos- 
pital for a pelvic operation, her entire face took 
on a diffuse discoloration, almost as dark as a 
negro. Only the face was involved. The pan- 
creatic index was minus 4. Pancreatic extract, 
10 grains 4 times daily, was given, and the con- 
dition cleared up entirely in three days. 

Case 8: F. N., a married woman, age 55, com- 
plained for many years of indigestion and other 
vague disturbances in the upper abdomen. Five 
years previously the gallbladder was removed, 
with but temporary benefit. While the patient 
complained at all times, there were periods of 
days when the symptoms were much exagger- 
ated, often making immediate relief necessary. 
The exacerbations seemed to be more severe at 
night. Physical examination was negative; pan- 
creatic index, minus 4. 

-ancreatic extract, 20 grains 4 times daily for 
one month, brought immediate relief from exac- 
erbations, but she still complained of indigestion 
following all foods. Improvement was gradual. 
In six months she had gained 20 pounds in 
weight and had completely recovered, and has 
remained symptom-free for two years. 


Was negative; pancreatic index, 
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Case 9: M. G, an unmarried girl, age 30, 
complained of diarrhea, of two years’ standing. 
There was much rumbling and unrest of the 
gastro-intestinal tract, which was so annoying 
and distressing that she had to stop work. Phys- 
ical examination disclosed a very active digestive 
tract and an almost completely severed rectal 
sphincter, the result of a childhood injury. The 
pancreatic index was minus 4. 

Because there was some escape of feces, the 
rectal sphincter was repaired. While in hospital 
she was given a soft, bland, concentrated diet, 
with calcium carbonate, without effect upon the 
gastro-intestinal unrest or the diarrhea. Pan- 
creatic extract, 10 grains 4 times daily, brought 
about a gradual improvement, with complete re- 
covery in two months. 


Case 10: C. F., a man, age 36, complained of 
symptoms typical of duodenal ulcer. Had been 
treated in a hospital by the intra-gastric drip 
method, without result. Physical examination 
was negative; the pancreatic index was minus 4. 

Pancreatic extract, 10 grains 4 times daily, 
brought about gradual but complete recovery in 
one month, in spite of the fact that this man 
lived in a distant city and was seen but twice 
during the entire treatment. A year later he was 
still free from symptoms, 
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The Present Status of Shock Therapy 


(insulin and Metrazol) in 


Mental Diseases « 
Part I 


> 


By 


G. Wise Roprnson, Jr, M.D., Kansas City, Mo. 


G Hock therapy (Insulin and Metrazol) has 
been used in the treatment of psychiatric con- 
ditions for approximately six years. At the time of 
its introduction, many questions arose, and these 
questions are as yet only partially answered. In 
spite of the thousands of cases treated by these 
measures all over the world, psychiatrists are still 
divided into three groups in their opinions con- 
cerning the procedures. By far the largest group 
is very much in favor of using these treatments. 
\ second, but much smaller, group is definitely op- 
posed to them, and many in this group still refuse 
to use them. The third group is undecided, but is 
gradually decreasing in number as its members 
have their opinions crystallized one way or the 
other. At the Neurological Hospital, we of the 
staff are strongly in favor of the use of these 
treatments on selected patients. 

We believe that there are four major questions 


*This is the first installment of a two-part article. The 
second installment will appear in an early i and will 


Issue 
include the complete bibliography. 


which need to be answered before the opinions of 
the profession can be completely unified. Part of 
the answers can be given exactly at this time. Other 
factors are still in the theoretical stage, and we 
will probably have to wait many years before they 
have been answered exactly and conclusively. How- 
ever, we feel that there are enough answers at 
this time to warrant the intensive application of 
these treatments to certain cases, after a careful 
study of the patient has been made and the 
practitioner’s clinical experience has been applied 
to the proper interpretation of the problem, and 
this experience used in directing treatment 
throughout the course and from day to day. 

The questions to be answered are: (1) In what 
type of case is the treatment indicated, and when 
is a certain treatment indicated? (2) How effec- 
tive are these treatments and how permanent is 
the effect? (3) How dangerous are they, and 
what are their contraindications? and (4) How 
do these treatments produce their beneficial ef- 
fect? It is the purpose of this paper to analyze 
the results and experiences to date, so that these 
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questions may be answered as accurately as pos- 
sible and the practicing physician may be informed 
as to the present status of these methods, and 
thereby be better able to advise his patient and 
the family who are faced with a psychiatric prob- 
lem and contemplate one of these treatments. 


Indications 

The rule of thumb for the classification of ab- 
normal mental reactions divides the cases, first into 
organic and functional, and then divides the func- 
tional group into the neuroses and the psychoses. 
Real shock therapy probably should never be used 
in the various organic conditions nor in the toxic 
delirious reactions, although small (sub-shock) 
doses of Insulin or Metrazol or both have been 
beneficial in the toxic delirious reactions’*. In 
the neuroses, some experimentation has been made 
on the use of these treatments in the severe types’, 
but as yet the results are not conclusive nor ex- 
tensive enough to warrant discussion at this time. 
However, we feel that the severe, incapacitating 
neuroses should have the opportunity of receiving 
shock therapy, even though the expected statistical 
results may not be so good as those obtained in 
some of the functional psychoses. 

An early diagnosis of the type of functional 
psychosis is extremely difficult to make. Weeks 
and months, at times, must elapse before an exact 
diagnosis can be made. From the standpoint of 
the indications for shock therapy and as to which 
type should be used, an exact diagnosis need not 
be made, and the following broad, general rule is 
used at the Neurological Hospital. We divide our 
cases, roughly, according to age, 40 being our em- 
pirical dividing line. We feel that Insulin shock 
is not so effective as Metrazol shock, as a rule, 
in the older age group, and we have used Metrazol 
almost exclusively on all patients over 40, of the 
type usually diagnosed as involutional melancholia, 
agitative-depressive psychosis or one of the pre- 
senile psychoses. 

Bennett* apparently was the first to make a for- 
mal report on the use of Metrazol in these older 
patients, and he reported some remarkable results 
in some of these patients who had been in a state 
of profound depressive psychosis for several 
years. Since then it has been our custom to treat 
all of these patients with Metrazol, after they 
have had a course of expectant or glandular ther- 
apy, and when the latter is not effective. I re- 
viewed this subject extensively in a recent publi- 
cation’. We feel that any patient who shows the 
characteristic symptoms of one of the conditions 
mentioned should have this treatment. We treated 
one patient 84 years old, and several in the 70's, 
with Metrazol convulsive shock. I may summarize. 
therefore, by saying that any patient over 40, who 
has a functional psychosis which developed after 
that age, should have Metrazol convulsive shock. 
Results will be given later. 

When Sakel® and von Meduna’ first proposed 
their respective treatments, they were used only 
for schizophrenia, but the indications have been 
broadly enlarged. We feel that early schizophrenia 
patients should have Insulin shock; but wherever 
there is a marked depressive content in the symp- 
toms, Metrazol should be used, alone or in com- 
bination with Insulin. The combined treatment 
seems to be very effective in many cases which 
have been resistant, in the past, to one or the 
other treatments alone. 


In the beginning, it was observed that cases of 
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short duration responded much better than those 
of longer duration. This initial observation has 
been confirmed repeatedly, and in setting up our 
analysis of results we have divided our younger 
age group according to duration. On the other 
hand, duration does not seem to be of much im- 
portance in the prognosis of the older patients. 
Sex, however, is very important, so that I shall 
report our results in the older patients according 
to sex, and not according to duration. 


Effectiveness 

When we attempt to answer the question as to 
the effectiveness of these treatments, we must re- 
member that the psychiatric life of an individual is 
the whole life of the person. Therefore, it will be 
years before all of the questions as to permanent 
effectiveness can be answered. We can report at 
this time only immediate results and the condition 
of the patients at this time, after some months of 
observation at home. 

Mass statistics, compiled from many organiza- 
tions using these treatments, do not make a fair 
yardstick with which to analyze the results, as 
the technic of treatment, the interpretation of re- 
sults, and the criterion of complete remission have 
never been standardized. Reports made on the 
results of hospitalization, in a series of schizo- 
phrenic patients treated before shock therapy or 
without shock therapy, point this out. Romano 
and Ebaugh® made a careful study of this prob- 
lem. They analyzed the present state of 600 pa- 
tients who had been diagnosed schizophrenic in the 
psychopathic department of the Colorado General 
Hospital, between the years 1933 and 1936, and 
concluded that: 

“At the present time the prognosis of the 
schizophrenic psychoses is very poorly under- 
stood. It is apparent that this is due to their 
heterogeneity; the unreliability of the various 
catamnestic studies, most of which are based on 
social criteria; and the lack of reliable prog- 
nostic criteria in the individual cases. We have 
attempted to point out a number of variables that 
can and should be controlled in order to gain 
further and clearer insight into the natural 
course of the schizophrenic disorders.” 

As a result of their studies, they found that only 
one patient out of the 314 examined had a complete 
remission, and only 22 showed marked improve- 
ment (0.32 percent and 7.01 percent, respectively ). 
Of the 600, information was obtained from 454, of 
whom 247, or 54.4 percent, were in a psychopathic 
hospital. Of the 45.6 percent who were not in a 
hospital, many had shown no improvement. A per- 
centage of 7.33 might be taken as their figure of 
good results which had been obtained by therapeu- 
tic measures of a non-shock type (rest, seclusion, 
diet, support, occupational, recreational, physical, 
and psychotherapy ). 

Strecker® analyzed many previous reports on the 
results of non-shock procedures, and found that 
results, as reported, varied from 48 to 3.4 per- 
cent well or improved, or an average of 23.6 per- 
cent of a combined series of 2,460 cases. 

The criticism of these reports is aptly expressed 
by the quotation from Ebaugh and Romano given 
above. Markedly different criteria must have been 
used to have obtained such a wide variation of re- 
sults. 

Whitehead” points out that 25 percent of schizo- 
phrenic patients admitted to the Utica State Hos- 
pital before the use of Insulin and Metrazol had 
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spontaneous remissions, although most of these 
relapsed. Gelperin,” in a recent report on 235 
cases, gave a Statistical summary of 40 percent 
improved to the point where they could be dis- 
charged. He does not break this up into remis- 
sion, marked and slight improvement, and his find- 
ings are superior to those of Romano and Ebaugh. 
If we add their (Romano and Ebaugh) group of 
slightly improved cases to the above figure of 
7.33 percent, we get 23.57 percent that showed 
some improvement. Romano and Ebaugh’s series 
is a several-years’ follow-up, while Gelperin’s is 
for immediate discharge. 

Thus it would seem that the statistical average 
for improvement from non-shock therapy, in pa- 
tients who had been out of the hos- 
pital for some time, should be 
somewhere around 25 percent, and 
we have selected this as our stan- 
dard, with the reservation that 
many of this 25 percent group are 
not able to be useful citizens, even 
though they are not in a hospital. 

There are other factors. Taking 
the groups as a whole, those pa- 
tients who did not have shock. ther- 
apy had an average stay in the 
hospital of around 5% months. 
Gelperin reported a mortality rate 
of 5.9 percent in his series, while 
in the hospital. Schizophrenia 
would seem to carry a mortality 
rate during the acute phase, and 
every physician who has ever han- 
dled these cases knows that a cer- 
tain number die from exhaustion 
and intercurrent disease. This point 
will be referred to later. 

All of these statistical analyses 
show that the early cases have a 
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much better chance of improve- 

ment than those who have been 

sick for a long period of time. Both ee. 
Whitehead and Gelperin point out 24 plus aos 
that those who had been sick enepenanaee 
for less than six months had 

almost twice as great a chance 

of improvement as those who had 1.—Insulin 


been sick for a longer period. This , 
feature is of importance when 
shock therapy results are analyzed. 
Ross,!2 in his annual report be- 
fore the American Psychiatric As- il 
sociation in 1939, reported on a 
combined series of 1,757 schizo- 
phrenic patients treated with In- 
sulin shock in the New York civil 
Of their series, 37.6 percent were 
at the termination of treatment, as 
or markedly improved. This would seem to 
be a lower ratio of results than that reported 
by Gelperin. However, Ross reported that enough 
of those cases which were classed as im- 
proved were well enough to be discharged or pa 
rolled, so that the combined figure of all patients 
in the series who were well enough to discharge 
at the termination of the treatment was 59.6 per- 
cent, or a figure that is half again as large as Gel- 
perin’s. The follow-up is also very interesting, in 
that, after a year, 35.4 percent of the cases dis- 
charged were still well enough to be at home. This 
figure is almost as large as Gelperin’s results at 
immediate discharge. Ross also reported on a con- 
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trol group, in which 14.7 percent were either in the 
recovered or much improved class, as compared 
with 37.6 percent in the group treated with In- 
sulin. Of this control group, 4.6 percent died, 
as compared with 1.1 percent of the Insulin-treated 
group. 

At the Neurological Hospital, patients with 
schizophrenia have been treated with Insulin or 
Metrazol, or combinations of the two, and 46 pa- 
tients had completed their treatments up to Feb- 
ruary 1, 1939. The six-months’ follow-up shows 
that 56.5 percent are, at the present time, at home 
and engaged in some form of remunerative ac- 
tivity. The accompanying tables indicate the sta- 
tistical differences in the several groups. 


SEUROLOGICAL HOSPITAL: [NSULIN, METRAZOL, OB BOTH 
(Siz-sonths’ Pollow-up! 


INSULIN sRocK tuERart!* 


SEW TORK CIVIL STATE HOSPITALS: 
(One-year Follow-up} 
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TABLE (11: aT TERMINATION OF TREATHERT 


CONTROL GROUP ([NPORMATION GIVEN ONLY SY PERCENTAGES) 
(fo Shook Treatment) 


CINCINNATI GENERAL HOSPITAL: “SPONTASEOUS* RESULTS 


(No Shock Treatment) !* 


shock. 
2.—This group contains 201 
classed as a 
showed any improvement from insulin shock at the 
follow-up, the percentages would be 48.9 percent improved and 51.1 percent 
not improved. This figure should be compared with Gelhorn’s 40.0 percent 
for immediate discharge. 


well 
cases that 
their first year 


cases, classified as improved, but not 
social remission. Counting all 
end of 


full 


(See Table V). 


See general bibliography. 
*Information not given 


These tables are for schizophrenia, and several 
important facts are immediately apparent. It would 
seem that the spontaneous remissions at the Cin- 
cinnati General Hospital equal approximately the 
statistical results of shock therapy at the New 
York State Hospitals. But a comparison of the 
two institutions cannot be accurate, due to the 
many variables already mentioned. A fairer com- 
parison is between the control group and the shock 
therapy group at the New York hospitals. From 
this comparison, it would seem that shock ther- 
apy is 2% times as effective as former methods of 
treatment. 

Comparison between public and private hospitals 
shows that private hospitals have a record twice 
as good as the public hospitals (56.5 percent to 
29.5 percent), in patients who have been followed 
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for some time. While private patients have more 
opportunities of receiving better follow-up care 
and, therefore, should do better, the main reason 
for this difference is undoubtedly the personal at- 
tention received by the patient in a private hos- 
pital, as compared to that given patients in state 
institutions. The impression has developed that 
these treatments are entirely mechanical. This is 
not true. It is necessary that the very best type of 
personalized individual attention be given these pa- 
tients to obtain the best results. This, of course, 
can be given best in a private hospital where there 
is a high per capita nursing and medical staff. In 
a state hospital the percentage of physicians to pa- 
tients may be as low as 1 to 300. 

One of the most important features of the sta- 
tistical analysis here presented is the length of 
time that the patients stayed in the hospital under 
medical care. Non-shock cases, at the Cincinnati 
General Hospital, stayed in the hospital for an 
average time of 7.7 months, the length of time in- 
creasing in proportion to the duration of the illness 
before hospitalization. Shock-treated patients had 
an average length of stay in the Neurological Hos- 
pital of 1.76 months, a difference of 6 months, or 
300 percent more time spent in the hospital by pa- 
tients who did not receive shock treatment, as com- 
pared with those who did. Length-of-time statistics 
are not given in the New York hospitals’ report. 


Insulin or Metrazol? 

There is considerable controversy as to which is 
the best treatment for schizophrenia, Insulin or 
Metrazol. At the Neurological Hospital both are 
used and both types of treated patients are included 
in the statistical table. The indications as to which 
type of treatment is to be used, which I am about 
to outline, are followed, but the great majority of 
our cases have received both types of shock ther- 
apy. It is impossible, therefore, to present a sta- 
tistical comparison of the two types of treat- 
ments. The New York hospitals presented such a 
comparison in their 1939 report. They found that, 
in their group, Metrazol gave only an 11.5 per- 
cent remission and marked improvement rate, as 
compared with the 37.6 percent rate following In- 
sulin. This was confirmed by a cooperative report 
on 759 patients, recently published in Germany,13 
analyzing 560 cases treated with Insulin, 132 with 
Metrazol, and 67 with both. This Insulin series 
showed 37.7 percent symptom-free and 28.9 per- 
cent improved. The Metrazol series showed 18.9 
percent symptom-free and 37.1 percent improved. 
The results following Metrazol treatment are ac- 
tually lower than many figures for spontaneous 
remission, and we at the Neurological Hospital 
have practically discontinued its use as the sole 
agent. 

The German clinic reports on combination treat- 
ments are very enlightening, in that 40.3 percent of 
this group are reported as symptom free, while 
26.9 percent are reported as improved. These re- 
sults are so nearly identical following the use of 
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Insulin alone, that one wonders about the effec- 
tiveness of the Metrazol. It is our own firm be- 
lief that, in the final analysis, it will be found that 
Insulin is the treatment of choice in the schizo- 
phrenic reaction types, while Metrazol will be 
used exclusively in the affective reaction types. 
Metrazol is easier and cheaper to give than In- 
sulin. In inexperienced hands it is undoubtedly 
safer and, therefore, many clinicians have turned 
to it and given up Insulin shock entirely. We do 
not believe that this decision is warranted, in the 
light of reported results from clinics and hospitals 
all over the world. The schizophrenic patients 
must be given Insulin shock if the maximum re- 
sults are to be expected. 

The other important feature in the statistical 
analysis of shock and non-shock treated cases is 
the difference in death rates. This will be dis- 
cussed in detail under the heading of the dangers 
of these treatments. 

While the results in schizophrenia have been 
gratifying, they are still controversial. On the 
other hand, the results in the affective psychoses, 
especially in the older group, have been, at times, 
almost miraculous. Patients who, before the ad- 
vent of shock therapy, would have been given a 
hopeless prognosis, are now returned to their nor- 
mal and are sent home to live a life of healthy, 
useful citizens. Unfortunately, there have not 
been enough statistics published to make a com- 
parison of methods possible. 

At the Neurological Hospital, up to ten months 
ago, 17 patients suffering from severe melancholia 
and depression had been treated with Metrazol 
shock and discharged. These patients varied in age 
from 34 to 75 years, and had an average age of 
55.4. The onset of the condition ranged from three 
years to a few days before admission. There were 
8 men and 9 women in the group. Most of the 
patients had been treated at home with glandular 
therapy, supportive treatments, some psychother- 
apy, and sedation for varying lengths of time, 
without results. The group, as a whole, had a 
very poor prognosis without Metrazol, containing 
cases with diagnoses of involutional melancholia, 
agitated-depressive psychosis, pre-senile psychosis, 
and senile dementia. 

Of the 17 patients, 15 made a complete recov- 
ery under treatment. One of the women improved, 
but did not recover. Of the 8 women who made 
a complete recovery, 7 are at this time completely 
well, and one relapsed a few weeks after dis- 
charge. Of the 8 men, 7 made a complete re- 
covery under treatment, but 3 relapsed completely 
and one partially. Three are still well and at 
home. Therefore. we have 10 out of the 18 cases 
completely well; 3 markedly improved; and 4 who 
have relapsed, according to the ten-months’ follow- 
up. This group of patients had an average stay in 
the hospital of 6.6 weeks, the longest being 12 and 
the shortest 3. 


I 


(To be 


continued ) 
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COMMERCE AND WAR 
The refusal to admit the free flow of commerce to those in need of basic 
raw materials, as men seek to control the political and philosophic tdeas of 
nations by means of economic sanctions, ts simply an invitation for such na- 


tions to seek sources of supply within their borders. 
clusion from world markets is an invitation to det 


New sources failing, ex- 
lop substitutes. Substitutes 


failing, war will be resorted to, for self-preservation is the first law of the 
nation, as it ts of the individual—Lovuis B. Warp, M.A. 





Progress in Male Sex Hormone 
Therapy 


(Testosterone Propionate) 


Part III* 
By 
R. L. Gorrett, M.D., D.N.B., Clarion, lowa 


Acromegaly 

CHRIRE and Sharpey-Schafer24 write, “Two 

procedures have been available in the past for 
reducing the activity of the pituitary gland in ac- 
romegaly; namely, excision of the eosinophile tu- 
mor, or deep roentgen irradiation. Increasing 
knowledge of the relations of the endocrine glands 
has suggested that pituitary activity may be modi- 
fied by the injection of sex hormones. After gon- 
adectomy, the anterior lobe hypertrophies and its 
function increases. Estrogen injections decrease 
pituitary activity when given in large doses, and 
stimulate when given in small doses. 

“In acromegaly, an exact determination of control 
may be given by estimating the urinary creatine 
and creatinine, as the daily excretion of creatinine 
is relatively constant, on a creatine-free diet. Ac- 
romegalic patients excrete excessive and irregular 
amounts of creatinine. The injection of estradiol or 
testosterone suppresses this abnormality of metab- 
olism, in a similar manner to that found after ex- 
cising the eosinophile tumor.” 


Miscellaneous Conditions 

Rubinstein and Kurland® have carefully studied 
the effects of testosterone therapy on spermato- 
genesis, as clinicians have felt that it may be in- 
jurious. They report that 5 mg. doses, three times 
weekly, lead to an increase in spermatozoal counts. 
This increase was maintained during the treatment 
in all cases but one, in which the elevated count 
receded to normal in a few weeks. Increasing the 
dose to 25 mg. per injection led to a suppression 
of spermatozoal output in the normal individual. 
Cessation of either therapy led, promptly or in a 
few weeks, to normal figures. The oligospermic 
man requires more hormone to raise his count than 
does the normal patient. A childless man, display- 
ing fifty percent hypomotile spermatozoa, responded 
with an increase in their motility and his wife be- 
came pregnant after two months of treatment. 
Large doses depressed libido and small doses tem- 
porarily stimulated it. 

Fibroids of the uterus have definitely receded in 
size while the patient was receiving testosterone2°. 
The tumors definitely begin to grow as soon as 
the therapy is stopped. 

Gynecomastia has usually not been favorably in- 
fluenced by testosterone. Turner!8 reports one case 
that received 650 mg. without any reduction in the 
size of breasts. Hoffman! treated 31 males with 
breast hypertrophy. Two (2) cases were resistant, 
in that the breast increased in size while under 
treatment. A large percentage of the patients ex- 
hibited regression of the breast while under ther- 
apy, and in 2 patients the hypertrophy disap- 

*This (continued from the February issue) is the third 
and last installment of a three-part article 


peared spontaneously. As the author frankly writes, 
this condition, in immature boys, tends to resolve 
spontaneously, so that it is difficult to evaluate any 
form of therapy. Two (2) of his patients with un- 
descended testicles were not relieved of their cryp- 
torchidism. 

Nasal mucosa: A new field of therapy has been 
suggested by the fact that sex hormones cause an 
increased vascularity and thickening of the nasal 
mucosa, a property which may be of much value 
in treating cases of atrophic rhinitis, Tebbutt? 
notes that similar results follow the injection of 
testosterone in both males and females (another 
proof of the biologic similarity between the two 
sex hormones, as estrogenic hormones have the 
same effect). 

Hyperthyroidism: Levy!3, working on the 
hypothesis that stimulation by the pituitary thyro- 
tropic hormone might be a factor in hyperthyroid- 
ism, tried to suppress pituitary activity with large 
dose of estrin, but without result. 

Patients with hyperthyroidism may appear to 
improve during the first part of pregnancy, al- 
though the condition is usually aggravated during 
the latter part. Progesterone was tried, without 
effect. Testosterone was tried because (1) the dis- 
ease is more common in females and testosterone 
suppresses ovulation; (2) sex hormone administra- 
tion diminishes activity of the pituitary and might 
diminish the secretion of the pituitary thyrotropic 
hormone; and (3) of its definite anabolic effect 
in building up weight. Three cases (one severe 
and one mild exophthalmic goiter, and one toxic 
adenoma patient) were treated, with much im- 
provement in general wellbeing and a gain in 
weight. The condition of the heart was improved 
in the case of toxic adenoma, as shown by electro- 
cardiograms. 


Methods of Administration 


The ointment or inunction method of administra- 
tion leads to a more natural and steady supply of 
hormone. A larger dose is required than when it 
is given by injection (Foss#®). An ointment con- 
taining 25 mg. per gram is recommended as the 
most efficient method of percutaneous androgen 
therapy today. 

As with adrenal cortex hormone in Addison’s 
disease, a very prolonged effect can be obtained by 
the subcutaneous implantation of tablets. Com- 
pressed tablets are buried beneath the skin. Ab- 
sorption is increased with increase in size of tablet 
surface, so that a number of small tablets are more 
effective in supplying a relatively constant supply 
of the hormone, over a period of a year, if de- 
sired. It is especially. indicated?9, where estrogen 
is to be used to depress the gonad-stimulating and 
growth-promoting activity of the pituitary, or an- 
drogen is to be used in masculinizing the female. 
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Biochemical Aspects 

Buried in the literature on biochemistry are to 
be found many fascinating accounts of the interplay 
of testosterone and estrogenic substances. 

Greene, Burrill, and Ivy?® report that inter- 
sexed rats may be produced by the administration 
of testosterone to the pregnant mother of these an- 
imals. The same animal may have seminal vesicles, 
epididymis, vas deferens, fallopian tubes, uterus 
and the upper portion of a vagina, and masculini- 
zation of the female gonads. Female rats may be 
masculinized by the postnatal administration of 
testosterone3!, Newborn female rats, receiving 
large doses of this hormone, had masculinized ex- 
ternal genitalia—a clitoris resembling a penis and 
an imperfectly developed vagina. 

Cutuly, McCullagh and Cutuly28 show that the 
pituitary activity is necessary for maintenance of 
the interstitial cells, as well as testosterone. If rats 
are injected with testosterone shortly following 
hypophysectomy, the secondary sex organs and 
testicular tubules are maintained. If injections are 
begun after involution of the seminiferous epithe- 
lium has resulted, reestablishment of spermato- 
genesis does not occur, but repair of the accessory 
glands does take place. 

Hamilton and Wolfe?? have found that implan- 
tation of anterior lobe pituitary tissue stimulates 
precocious sexual maturity in immature rodents. 
By means of this technic, data were obtained con- 
cerning the effect of testosterone on the gonad- 
otropic potency of anterior pituitaries of normal 
and castrated male and female rats. Administra- 
tion of testosterone reduces the gonadotropic prop- 
erties of the pituitary, possibly by suppression of 
production and by release of pituitary-stored mater- 
ial (Moore and Price). 

The obvious lesson is, do not administer testos- 
terone to growing youths unless the need (definite 
hypogonadism) is clear, as otherwise the body’s 
own stimulus to gonadal development will be hin- 
dered. If testosterone is needed, it should be given 
regularly, over a period of months or years. 

The biologic similarity between male and female 
sex hormones is being established more firmly. 
Salmon*? finds that “testosterone, when given in 
adequate doses, inhibits the gonadotropic activity 
of the pituitary in the female castrate and can 
produce a full estrogenic effect on the vaginal 
mucosa of a human castrate, thus paralleling two 
phases of biologic activity of estrogenic substance. 


Conclusions 


1.—Testosterone propionate, the true male sex 
hormone, is of great value in the treatment of hy- 
pogonadal boys and men, and in the relief of the 
male climacteric. 


2.—It gives symptomatic relief to many patients 
suffering from prostatism. 

3.—It will check menopausal bleeding and men- 
orrhagia, if no serious organic disease is present. 

4—Lactation is suppressed quickly and pain- 
lessly. 

5.—Arterial disease and hyperthyroidism may be 
favorably influenced by such therapy. 

6.—It has not been mentioned in any literature 
available, but I suggest that it might be useful in 
pseudohermaphrodites. 

7.—Impotence, when due to a lack of male sex 
hormone, is quickly benefited. 
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LBOW and wrist disorders are common, though 

they are not generally evident as a local pain, 
but as neuritis or arthritis, passing up the arm 
along the protective muscular groups, or as weak- 
ness in lifting or grasping. Injuries are common 
since, in falling, the hand and arm are usually 
thrown outward for protection and sustain the 
major force of the impact. Persistent swelling 
over the carpal bones or sustained neuritis follow- 
ing injury indicates joint trauma. Old injuries to 
the fingers, knuckles, wrist, or elbow are often ac- 
tivated by a seemingly minor accident, or by us- 
ing the joint in an unaccustomed manner. 

Nerve injuries due to chronic lead poisoning, bi- 
lateral alcoholic neuritis, radial nerve injury, ar- 
senical neuritis, infections, or trauma should be 
diagnosed and treated. Gout, occupational neu- 
rosis, frost bite, palmar abscesses, ganglion (usual- 
ly on the dorsum of the wrist), Charcot’s joint, 
acute synovitis, and sprains should also be con- 
sidered. Malpositions or collateral ligament tears 
of the knuckles, carpal bones, and head of the 
radius are very commonly overlooked. 


Medicaments Used as Adjuncts 


1—In undetermined or inaccessible foci of in- 
fection. 

A.—Colmetanese: (An _ irradiated colloidal 
manganese with a sustained ionization rate; for 
mixed infections). Dose, 10 cc., intravenously, 
once weekly for from 4 to 6 weeks. 

B.—Sulfanilamide: Dose, 60 grains daily, 
buffered, by mouth, for three days, gradually 


reducing the dose. Watch for toxicity. Used 
in acute infections. 
C.—Vaccines: Arthritic streptococcus im- 


munogen, 0.1 to 0.2 cc., subcutaneously, every 

other day, increasing the dose 0.1 cc. at each 

visit, up to 0.5 cc. Indicated in arthritis defor- 

mans or in cases showing a low opsonic index. 

2.—In toxic conditions due to metallic poisonings 
and blood impurities. 

A.—Sodium Thiosulphate: Dose, 10 cc. 
(34.62 gr.), intravenously, twice weekly, to make 
insoluble deposits soluble for elimination. Where 
intravenous injections are impossible, give 7- 
grain capsules orally, three times daily. 


*This is the last of a series of eight articles. 
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Disorders of the Forearm, Hand, and Wrist 


By 
Russet, A. Winters, M.D., Chicago, Illinois 


B.—Colloidal Sulphur: Dose, 1 cc. daily, in- 
tramuscularly, for from 30 to 75 days, as a sub- 
stitute for sodium thiosulphate. 
3.—Systemic conditions affecting local tissues. 

A.—Ferricacodylate: Dose, 5 cc., intrave- 
nously, twice weekly, where iron and sodium 
cacodylate are indicated, as in anemias, post- 
influenza debilities, etc. Other iron or liver prep- 
arations are also effective. 

B.—Binio: Dose, 5 cc., intravenously, twice 
weekly, where sodium cacodylate, mercuric iodide, 
and sodium iodide are indicated, as in cases of 
herpes or shingles, or obscure gastro-intestinal 
conditions. 

C.—Strontium Bromide: Dose, 10 cc. (15% 
gr.), intravenously, once or twice weekly, 4 to 6 
times, where dry eczemas or thickening of the 
skin are present. 

D.—Dextrose and Lithium Salicylate: Dose, 
inject 5 cc. into large varicosities where veins 
cause edema and affect the local condition. Other 
varicose vein medications which are effective may 
be used instead. 

E.—Hydrochloric Acid: May be used intra- 
venously or intramuscularly, where an alteration 
of the blood pH or an increased leukocytosis is 
beneficial. 
4.—Glandular conditions. 

A.—Spleen liquid (150 percent strength) : 
Dose, 0.5 cc., intramuscularly, three times week- 
ly, where moist eczemas, moisture around the 
anus, or alkaline intestinal pH is present. 

3.—Parathyroid extract: Dose, 0.5 cc., intra- 
muscularly, twice weekly, where muscles show 
tetanic movements on forceful extension. Cal- 
cium gluconate, thiosulphate, or chloride, or dex- 
trose are also effective as aids in raising the 
blood-calcium level. 
5.—Colitis due to parasites, fungoid growths, or 

infections, 

A.—A vermifuge of the doctor’s choice. 

B.—Paralium tablets: Dose, 2 tablets three 
times daily, before meals; or other garlic prep- 
aration. Red onions are also beneficial. 

C.—Almucin tablets: To relieve gas and hy- 
peracidity, while leaving a protective mucin cov- 
ering in the gastro-intestinal tract. Aluminum 


hydroxide or magnesium trisilicate preparations 
are also beneficial. 
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ANATOMY AND COMMON CONDITIONS OF HAND AND WRIST 


BICEPS ri 


SUPIBATOR LONGUS fr". 


Muscles in the forearm are commonly spastic following infections 
or trauma. pm in fingers, hand, or nevritis type in arm is as- 
sociated with palpable tense muscles when arm is relaxed, Check 
vpper arm and shoulder muscles also. Inject 4 to 1 cc. Formo- 
Quinocaine into each contracted muscle belly, } to 3/8 inches be- 
neath skin,vsing a 25-gauge, j-inch needle. Follow with heat 
and massage. Use a total of 5 to 5 cc. once weekly. 


la 
sh 


Re; 


Tennis elbow or ulnar side olecranon pro- 
cess tenderness. Inject 4 to 1 cc. Formo- 
Quinocaine,5/8 inch beneath skin,into ten- 
der tendon above. After 2 or 5 treatments 
inject $ cc. Neo-Plasmoid,3/8 inches benea- 
th skin,into ulnar colléteral ligament, we 
ekly 2 or 5 times. Use 25-g., j-in. need 


skin,into weakened co. 


4 
—~ nee With patient standing 

place thumb and index finger behind olecr- 
anon process. Grasp wrist with free hand; |force, Repeat wee 


pull downward and then snap arm backward 
against thumb and index finger. 


JULWAR COLLATERAL. LIG. 
COLATERAL UG. 


in the forearm and hand are commonly in- 
ec. Always examine muscles above and col- 
teral ligaments below painful joints. Realign bones as 
own below. Inject % cc. Neo-Plasmoid,} inch below the 
teral ligaments and splint joint. 
peat weekly 2 or 3 times. 


7 
-agoue head rotation manifested ew 
erip, or ina y to hold objects car- 


ried in hand. Feel for tense mugcle be- 
hind head of radius and inject ft 1 cc. 
Formo—Quinocaine,3/8 inch beneath skin, 
into muscle, Inject muscles at distal end 
of radive, Rotate head of radive with 

+ Chronicity suggests 
injecting radial collateral ligament ,using 
4 cc. Neo-Plasmoid,5/@ in, beneath skin. 


With 


Head radius Block patient's 
— arp by wrist and pull as it is 
brought beneath the axilla. Lock thumb of 
free hand behind head of radius, rotate 
hand in eversion,and snap arm backward, 


Palmar areas of tenderness and tension, 
With patient sitting,grasp patient's fin- 
gers in line with trouble and apply strong 
extension, Place index finger on palm ov- 
er tender area and thumb on dorsum just 
distal to thumb, Snap hand while compres- 


E.dexion stretch of carpe) bones, 

patient sitting and leaning backward, lock 
hands behind outstretched hand of patient 
with thumbs on palm. Apply a steady pull- 
ing pressure with hand fully flexed,then 
add an additional jerk. 


knuckle produci al pain or 
protective musc Spasm shoulder 
similating nevritis. Inject™muscles and 
relax by massage. Place index finger be- 
neath proximal end of metatarsal affected 
and thumb above distal end. Apply heavy 
pull, then quickly raise bone. Support with 


Thunb 


Extension stretch of carpal bones. 

With patient sitting and leaning back- 
ward, lock hands over palm of extended 
hand with thumbs on back. Apply a steady 
pulling pressure with hand fully extend- 
ed,then add an additional jerk. 


ugtm In traumatic swellings 
of thumb apply foreeful extension on th- 
umb while patient is seated and with th- 
umb and index fingers of other hand force 


sing and then release tension, splint for three days. 


Aigement weaknesses due to in- 
jury or infection are evicent as distorted 
joints. Inject 1/23 cc, Neo-Plasmoid into 
palpable ligament on convex side,} inch 
beneath skin. Apply splint to correct de- 
formity. Repeat 2 or 2 times weekly. 


Baseball finger ang 


ment. Support and treat < 


D.—Zymenol: A mineral oil and brewer's 
yeast mixture to soften stools and change the 
intestinal flora. 

E.—Bacillus Acidophillus (or buttermilk) to 
change the intestinal pH toward the acid side 
and to aid in absorption of sugars. 

F.—Specific medications, as indicated. 
6.—Vitamin or dietary deficiencies. 

A.—Thiamine Chloride, 500 to 2000 units 
daily, is indicated in polyneuritis, neuromyogenic 


Gislocated é 
bones should be replaced and then inject- 
ed,using $ cc. Neo-Plasmoid into the liga- 


bones back into normal alignment. 


d cuneiform 


Bandages of « 2 inch elastic bandage 
applied as a figure 8 is used in cerpal 
and metacarpal supports. Tensocrepe 


or 3 times weekly| elastic bandace used in trouble at wrist. 


insufficiency, poor appetite, and dry skin. Formo- 
Quinocaine with Vitamin B:, 100 units per cc., 
for local injections, is indicated where Vitamin 
B, .is beneficial. 

B.—V itamin D is indicated in softened bones, 
enlarged joints, calcium deficiencies, severe loss 
of lime and phosphorus, and lesions in the bones 
and teeth. 

C.—Dietary control, such as fruits, vege- 
tables, and nuts containing potassium, manga- 
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nese, magnesium, and calcium; a moderate 
amount of proteins; milk; or calcium. 


Physical Therapy Aids 

1.—Short-wave diathermy treatment may be used 
where deep soreness is present and in stimulating 
the circulation around nerves. 

2.—Low-wave sine currents are used to stimu- 
late nerves directly, by rhythmic contractions; for 
increasing their activity; increasing the neuromyo- 
genic efficiency; and actively increasing muscle 
tone. 

3.—Diathermy is used for penetrating heat, and 
is especially beneficial in joint conditions. 

4.—Ultraviolet radiation is used to permit ab- 
sorption of vitamin D through the ergosterol in 
the skin, and is indicated in pale, run-down patients 
or in vitamin D deficiencies. 

5.—Infrared radiation is used to produce hyper- 
emia and somewhat superficial muscular relaxation. 

6.—Colonic flushings may be used where mucus 
or infection is present in the colon and the general 
system would be benefited by lavage and the instil- 
lation of Pictonate Jelly, Zymenol, hydrochloric 
acid, lactic acid, santonin, pine oil, or other local 
medications, along with systemic control. 


Conclusions 

1.—Muscular trauma from old infections or m- 
juries produces present discomfort. Muscular 
spasms will hold a vertebra or joint out of its nor- 
mal place, producing muscle strain and soreness, 
lymphatic edema, and then pressure on a trophic 
or sensory nerve, which may produce pain or 
trophic changes at its termination. 

Injections into these spastic muscles, resulting in 
a resolution of the fibrosis and relaxation of the 
spasms, enables the operator to realign the bones 
in their normal plane and have them remain so. A 
spastic muscle would tend to permit the condition 
to reoccur on slight provocation, where a relaxed 
one permits it to remain in place. 

Anatomy and diagnosis are important! 

2.—Pain in joints is generally due to either a 
spastic muscle above the joint or a relaxed col- 
lateral ligament below it. Muscle spasms of one 
or more muscles in extremities result in painful 
fingers or toes, which are relieved by injecting and 
stretching the muscle. 

Spasms of a section of the muscle produces irri- 
tation of its insertion, resulting in a low-grade 
periostitis, and then an exostosis or arthritis. Re- 
laxation of these spasms, by any means, relieves 
the joint discomfort and eventually, by restored 
use, the arthritic deformities are gradually reab- 
sorbed. Watch for fibrotic or calcareous changes 
in muscles on roentgenograms! 

3.—Fixation of a joint is not primarily due to a 
bony defect, but is a protective muscular mechan- 
ism which ends in atrophy and eventual calcifica- 
tion of the muscles, immobilizing the joint by ex- 
tensor-flexor shortening. Motion can be restored 
in the necks and backs of patients with histories 
of from seven to seventeen years of disability. 
Chronic spondylitis cases, with onset in childhood 
and streptococcus infection secondarily, can be 
improved. 
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4—Collateral ligaments, with a chronic stretch 
by a shortened muscle distorting the joint, produce 
a hypermobile condition more commonly than does 
trauma. This is especially evident in athletes, 
present or past. Inject to shorten these ligaments, 
following a muscular relaxation. Eliminate the 
excess motion and restore the bones to their nor- 
mal position. These should also be shortened in 
weakening arches (deltoid ligament), weak ankles 
(calcaneofibular ligament), collateral’ ligaments of 
the toes or fingers, displaced cuboids, “tennis el- 
bow,” weak grasp due to chronic rocking of the 
head of the radius, shoulders, and other freely 
movable joints of the body. 

5—Where muscles are flaccid, injections for 
shortening the muscles and putting them back into 
use aid the body in restoring them to a normal 
tone. 

6.—Sacro-iliac subluxations that are chronic can 
be fixed after replacement by shortening the inter- 
osseous sacro-iliac ligament. 

7.—Subdormant conditions are not necessarily 
reflex, but may be areas of old infections or trauma 
affecting the nervous, circulatory, and muscular 
tissues, which become evident only when the body 
resistance is low. Their correction eliminates a re- 
currence of the discomfort in periods of lowered 
resistance. 

In difficult cases where manipulations are in- 
effective following the injections, consult with a 
physician familiar with this field and profit by his 
expericnce! 

For those who wish to study the subject in more 
detail, the following references may be helpful: 
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PREPARING FOR HEAVEN 


There its only one way to get ready for immortality, and that is to love this 


life and live it as bravely, 


as faithfully, and as cheerfully as we can. 


—Henry Van Dyke. 





A Modification of the Murray 


Submucous Hemorrhoidectomy 


By 
FRANKLIN Patterson, M.D., Chicago, IIl. 


TS practically painless and bloodless hemor- 
rhoidectomy which I am about to describe—a 
modification of the method described by Murray* 
—has been extremely successful and gratifying. Its 
simplicity is of the greatest advantage. In addi- 
tion, there is no postoperative pain or hemorrhage. 
Ligatures are unnecessary. The period of hospi- 
talization is rarely more than two or three days, 


—y 


Fig. 1:—Median lateral section (diagramatic) of the an- 
orectal region, showing the positions of the scissors. 


and convalescence varies from no loss of addi- 
tional time to two days. Much larger masses of 
hemorrhoidal tissue can be removed by this meth- 
od, without danger of subsequent narrowing of 
the anal canal, hemorrhage, or the formation of 
scar tissue, than by any other with which I am 
familiar. 


Preparation of the Patient: 


No laxatives or enemas are used. The patient is 
given % ounce (16 cc.) mineral oil at 10:00 P.M. 
the night before the operation. In the morning he 
receives 3 grains (0.2 Gm.) of Sodium Amytal 
and % grain (21 mg.) of Pantopon, one hour be- 
fore going to the surgery. 

The region about the anus is clipped clean of 
hair, and then a pararectal infiltration anesthesia 
is given. I have had my best results from using 
0.5 Gm. of Tutocaine and 0.2 Gm. of Eucupin di- 
hydrochloride, dissolved in 100 cc. of Ringer’s so- 
lution, with Adrenalin (epinephrin) added. The 
Eucupin prolongs the anesthesia for several hours, 


followed by analgesia for from 48 to 72 hours or 
longer. 


*Murray, D.D.: A New Operation for Hemorrhoids 
Railway Surg. J., May, 1916. 
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Method: 


The anal sphincter muscles are thoroughly di- 
lated with a bivalve rectal speculum. A narrow- 
bladed scissors, with dissecting points, slightly 
curved or flat, is introduced through the marginal 
anal skin at 6 o'clock (see Fig. 1) and rapidly 
carried up, fanwise, above the upper margin of the 
internal sphincters. This procedure is repeated at 
9, 12, and 3 o'clock. The points of the scissors are 
kept just under the anal mucous membrane until 
the entire area has been covered and the mucosa 
has been thoroughly dissected free from the un- 
derlying structures (see Fig. 2). Thereby all hem- 
orrhoidal vessels will have been severed. During 
this stage of the operation there is sometimes 
rather free bleeding, which is controlled by pres- 
sure and, if necessary, hot packs. 

When this has been thoroughly done, masses of 
hemorrhoidal tissue can be freely removed, care be- 
ing taken to carry the excision down to the surface 
of the sphincter muscles and, to the outside, slightly 
beyond the anal margin. These wounds are left 
open, to heal by granulation, which obviates the 
formation of scar tissue, which occurs when the 
fresh edges are closed by suturing. It is impor- 
tant that a narrow strip of normal tissue be left 
between each excision and the next. 

The canal is then sponged out and the entire 
circumference inspected for arterial bleeding. which 
rarely occurs if the first step of the operation has 
been thoroughly done. A generous amount of 
Eucupin ointment is applied, on a sponge, to the 
anal outlet and inserted into the canal. This pack- 


Fig. 2:—Showing the separation of the muco 


underlying structures 


ing is removed as soon as the patient is returned 
to his bed, but is left as an external dressing about 
the anus. Except for a slight venous oozing, no 
postoperative hemorrhage has ever occurred in 
hundreds of cases treated by this method during 
more than twenty years. 


Discussion 

The day before operation, it is advisable to pass 
a ten-inch sigmoidoscope, so that the rectum and 
recto-sigmoid may be inspected for malignant dis- 
ease. Some years ago I performed a hemorrhoid- 
ectomy on a young woman of 31 years, only to 
discover, a short time later, that there was a ma- 
lignant tumor just above the recto-sigmoid. Sub- 
sequent to this examination, in men, it is good 
practice to give a prostatic massage, as this gland 
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is invariably congested and sensitive when hem- 
orrhoids are present. Furthermore, by so doing, 
it is rarely necessary to catheterize the patient 
after the operation. 

This operation is so simple and satisfactory, to 
both the patient and the surgeon, that I have prac- 
tically given up the injection treatment of piles, 
which is unsatisfactory except in carefully selected 
cases. 
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The absence of ligatures and sutures removes 
the principal cause of postoperative pain. This 
procedure also allows the removal of large amounts 
of prolapsed and redundant tissue. And, most im- 
portant and satisfactory to the patient, is the com- 
plete absence of postoperative pain and the assur- 
ance of a comfortable convalescence. 


29 E. Madison St. 


Physical Therapy Education 


By 
JosepH E. G. Wappincton, M.D., Detroit, Mich. 


yy a personal communication, recently received 
from a prominent physical therapy instructor 
and clinician, it was suggested that a discussion 
of the faults which the general profession finds 
with physical therapy might be illuminating; but 
there are no faults to be found with physical ther- 
apy that could not be adduced against those other 
components of the practice of medicine: drug med- 
ication and surgery. The faults of omission and 
commission are not with the methods, but with 
their abuse and, fundamentally, the inadequate ed- 
ucation and training of their exponents. 

In the February, 1940, issue of CiinicaL MeEpI- 
CINE AND SURGERY there is an editorial, “Medical 
Education,” in which appears: “How much educa- 
tion does a man need in order that he may prac- 
tice medicine satisfactorily? The answer, promptly 
returned, is, ‘As much as he can get.’” Notwith- 
standing this fact, as time and money are limited, 
it were the part of wisdom first to acquire the 
essentials applicable in practice, and from thence to 
develop as individual needs and opportunity indicate. 

It cannot be gainsaid that, although the medical 
curriculum of today comprehends an amount of 
time and a variety of subjects never even dreamed 
of in any medical philosophy of a century ago, 
practitioners of the less ultrascientific eras achieved 
enviable therapeutic results; and present-day med- 
ical science owes and acknowledges its indebted- 
ness to many of the eminent men developed in a 
less-highly-evolved academic atmosphere. 

Specifically, the editorial questions the practical 
value, for the general practitioner, of studying bac- 
teriologic media; chemical analysis of the blood; 
roentgenologic technic: or delicate and involved 
operative procedures, when laboratories and experts 
are everywhere conveniently available for such 
specialized labors. Concisely expressed: “How 
much of the technical instruction, which took up 
so much time and cost so much money, do we ac- 
tually use?” 

Officially endorsed physical therapy instruction 
has now become circumscribed by restrictions 
which do not conduce to the best practical or sci- 
entific interests of such therapy. Council-approved 
schools of physical therapy require students to be 
graduates in nursing or physical education, or to 
have done two or more years of college work. One 
or two schools do accept high-school graduates for 
a four-year course, leading to the degree of B.S. in 
physical therapy technology. The average course of 


instruction for a technician is from nine to twelve 
months. The Journal of the American Medical 
Association, March 11, 1930, states: “The ‘Essen- 
tials of an Acceptable School for Physical Ther- 
apy Technicians’ aim to provide more adequate fa- 
cilities for the training of technicians”; and official 
investigators claim to have found a deplorable lack 
of adequate facilities, especially in “socalled com- 
mercial schools.” 

Dr. O. N. Anderson, a member of the Council 
on Medical Education and Hospitals, American 
Medical Association, in a paper entitled: “Present 
Status of Education in Physical Therapy” (Arch. 
Phys. Ther., Oct., 1939), thus concluded: “More 
acceptable schools for physical therapy technicians 
are needed. Licensure of technicians should be 
opposed, as detrimental to the best interests of the 
patient.” Invariably, however, as the standards of 
education have been raised in the various fields of 
health activity (nurses, technicians of various 
kinds, massage operators), licensure or registra- 
tion has been demanded and evolved. Naturally, 
and desirably, the more highly trained individuals 
desire and merit official or legal recognition. 

Dr. William H. Schmidt, in his presidential ad- 
dress, given at the annual session of the American 
Congress of Physical Therapy, Sept. 5, 1939, said: 
“The increased use of physical therapy has been so 
rapid in the past few years that the number of 
trained workers has not kept pace with the de- 
mand. There are schools listed as qualified to train 
physical therapy technicians that do not even pro- 
vide an adequate course of instruction. There are 
other schools whose training is far superior but 
whose course, for legitimate reasons, has not been 
recognized by the American Medical Association.” 

The general practitioner, who constitutes the 
bulk of the medical profession, only infrequently 
requires a highly trained technician, or an ortho- 
pedic assistant expert in massage and muscle 
training. Such services, like other exceptional 
types of work, are more satisfactorily referable to 
the indicated specialist or department. 

The practitioner needs and can keep busily em- 
ployed a technician adequately trained to use the 
various electrical and physical therapy devices 
which are conveniently applicable in the office, or 
even at the patient’s home. It surely is not neces- 
sary to dissect a cadaver and to spend over one- 
fourth of a nine- or twelve-month course in a de- 
tailed study of anatomy, massage, and therapeutic 
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exercises; and considerable time with bacteriology, 
chemistry, radiology, and other subjects more per- 
tinent to a medical degree, in order to train a 
high-school graduate in the correct application of 
galvanism, sinusoidal currents, short- and long- 
wave diathermy, phototherapy, vapor and cabinet 
baths, colonic irrigation, vibration, and other elec- 
trical and physical therapy agencies so frequently 
indicated in general, daily practice. 

The American College of Surgeons, in its official 
Bulletin, October, 1939, refers to physical therapy 
as a “form of treatment which has most definite 
potential value in hastening convalescence and 
stabilizing end-results. The limited number of quali- 
fied physical therapists available makes it neces- 
sary for several institutions to share the time of 
one specialist in this work.” 

It has been authentically estimated that only 10 
percent of sickness and disability is acute, the re- 
maining 90 percent being chronic in character. It 
is for this large proportion of disordered human- 
ity that physical therapy is so helpfully indicated. 
and hence the ever increasing but unfilled demand 
for generally capable but not superlatively accom- 
plished physical therapy technicians or specialists. 

Physical or drugless therapy has existed since 
prehistoric times, when primitive man rubbed or 
massaged his aching limbs; bathed his fevered 
body in cooling streams; exposed his sores and 
wounds to the healing rays of the sun; and applied 
dry or moist heat, as conveniently available, for 
the relief of “evil spirits” which so painfully made 
their presence felt within the gastro-intestinal 
canal after unusual or unrestrained indulgence in 
food or drink. 

Scientific medicine and surgery have evolved 
slowly out of the superstitions and empiricism of 
the past; but physical or “natural” therapy, an 
important and intimate constituent of the practice 
of medicine, has only recently received that of- 
ficial recognition which its proved therapeutic value 
has long deserved. Owing to its tardy and hesi- 
tant recognition by the medical profession, and its 
popular, unrestrained utilization by the imperfectly 
trained, there now exists an increasing demand for 
thoroughly trained physical therapists and techni- 
cians—a demand which is far greater than the 
supply. 

The four-year courses leading to the degree of 
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B.S. in physical therapy technology, and the nine- 
and twelve-month courses with considerable em- 
phasis upon anatomy, massage, medical gymnastics, 
and orthopedic procedures. are indubitably highly 
desirable, but the ambitious men and women with 
only a high school certificate or its equivalent, and 
with limited means and leisure, should be duly 
recognized. They should be given the opportunity 
to take a three- to six-month intensive course 
(flexibly and conveniently adapted as to the num- 
ber of days and hours required weekly) in ele- 
mentary anatomy, physiology, and hygiene, and in 
the principles, theory, and clinical application of 
those electrical and physical therapy agencies and 
devices which are utilizable by the majority, and 
not the minority, of the profession. 

Such a technician has proved to be a thoroughly 
safe and satisfactory assistant in any physician’s 
office and will not expect an initial salary beyond 
the average physician’s ability to pay and the ec- 
onomic status of his patients. However, in due 
time, such a technician will develop her employ- 
er’s practice and her own training, so as to com- 
mand increasing professional and financial rec- 
ognition. 


On the other hand, the highly trained, special- 
ized technician requires and deserves remuneration 
commensurate with her long and extensive train- 
ing and, as such, her services will be largely in 
demand by specialists and in the larger clinics and 
hospitals. 

There is an unquestioned need for the registered 
nurse and the registered technician, and also for 
the practical nurse. There is, likewise, an equally 
urgent necessity for the practical technician, with 
a less-highly-developed education and ability and a 
correspondingly less financial exaction. 

Let us, by all means, develop higher, and even 
the highest, education, but let us not penalize the 
less financially able by arbitrarily erecting aca- 
demic barriers and requirements which only the 
favored few may surmount. 

“The true order of learning should be, first, 
what is necessary; second, what is useful; and 
third, what is ornamental. To reverse this ar- 
rangement is like beginning to build at the top of 
the edifice.” 


110 Atkinson Ave. 


To understand disease, one must know physiology; to understand its pos- 
Sessor, one must know psychology. The physician who knows one and not the 
other is like a man who has a coat but no trousers, but who is determined to 
attend a social function. It is not likely that he will be either welcome or ap- 


plauded.—Dr. JosePH COLLINS. 


THE SECRET OF PEACE 


Unrest in the worlds political and social is due to unrest in the worlds 


religious and intellectual. 


Unless man is at rest intellectually and spiritually, 


anchored on the rock of clear thinking and spiritual vision, the whole of his be- 


ing must remain in a condition of unrest . 


. only for him who knows the 


eternal, and abides therein, is there peace —ANNIE BESANT. 


RECORD, REFLECT, REMEMBER 
A man’s memory is as imperfect as his intellect. He must make a practice 
of reflecting upon the lessons he has learned and the events he has experi- 
enced, if he does not want them both to sink gradually into the gulf of ob- 


hivion—ARTHUR SCHOPENHAUER in “Essays.” 
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Cash for Articles 


HERE is scarcely an adult human being who 

has not a reasonably complete knowledge of at 
least one subject. Moreover, there is scarcely a 
subject which is of any possible interest to any 
group of human beings which cannot be embodied 
in an article and, if properly presented, be sold 
somewhere. 

Articles and more or less technical “fillers” may 
not offer the lure of artistic expression which is 
held out by the short story and the novel, but, if 
written from a sound knowledge of the subject and 
in clear and forcible language, they bring in the 
cash, which is, at times, a highly meritorious char- 
acteristic, in the eyes of the young writer. Inci- 
dentally, they give one excellent practice in the 
accurate and expressive handling of words. 

As an example in point, I have a fairly accurate 
and thorough knowledge of the administration and 
functioning of hospitals, and I do a fair amount of 
traveling. I put these two things together and, for 
several years, whenever I visited a town where 
there was a hospital or several of them, I spent a 
few hours in inspecting one or more, taking notes 
as I went. I also got some pictures. 

In my first available spare time, I went over my 
notes and wrote an article of from 1,500 to 2,500 
words about the hospital, stressing the matters 
about which a hospital executive would like to 
know. One of the hospital magazines published 
such an article of mine every month for forty-two 
consecutive months, giving me a not inconsiderable 
“incidental” income during that period. As a by- 
product of these studies, I have written popular 
articles on hospitals which have been published by 
such diverse periodicals as Hygeia and Complete 
Novel Magazine. 

The environment or work which seems hack- 
neyed to you, because you are in the midst of it 
every day, may be wholly foreign to my experi- 
ence, so that, if you handle your “stuff” well, it 
may strike me with intriguing freshness; or if I 
am working along the same lines, you may give 


me helpful, practical hints. If you do not believe 
that people in general are interested in how the 
other fellow works, watch the crowd which will 
always collect where men are doing something— 
from repaving the streets to building a cathedral. 
Woods, fields, shops, foundries, mills, kitchens, 
laboratories, hospitals, consulting rooms, round- 
houses, garages, and a hundred other places hold 
material for salable articles, if one knows how to 
look for it. 

The would-be writer is (or should be) constant- 
ly peering about in the world to get “atmosphere” 
or “incident” for his “stories.” If he will utilize 
some of this raw material, including unusual photo- 
graphs, for preparing interesting or practical ar- 
ticles or “fillers” (very brief articles—50 to 500 
words) on almost any subject, he will be gaining 
splendid practice in using the tools of his profes- 
sion or hobby—words—and if he will send these 
to the proper place (he must, of course, have a 
good, up-to-date list of markets), he can, at least, 
be sure of an added income sufficient to pay post- 
age on his magnum opus, from time to time, after 
it has been written. 


G. B. L. 
EG) 


How to Stagnate in Medicine 

HERE are several cardinal rules which must be 
kept in mind, if we wish to deteriorate in medical 
skill and knowledge. 

The first rule: File your patient’s records away 
and forget all about them. Never go over them 
after the day’s work is done and try to pick out 
errors of omission or commission; never try to 
follow up patients to learn whether your diagnosis 
was correct and if your treatment helped the pa- 
tient. Best of all, keep only a few scribbled lines 
about each case, preferably without making any at- 
tempt at a diagnosis. 

The second rule: Read medical books and mag- 
azines with an eye only for the “practical”—that 
which can be used at once. Skip over the physiol- 
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ogy, pathology, and differential diagnosis, so that 
you can concentrate on treatment. Read the sum- 
maries at the end of articles; only a sucker will 
dig through the article itself. Best of all, never 
refer to standard texts, but be content to skim off 
a few novelties from the medical journals. 

The third rule: Never take a chance on confirm- 
ing your diagnosis by consultation with a specialist 
(unless, of course, an unreasonable patient insists 
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on it and you can’t snub the bounder) or by nec- 
ropsy. Thus you can cheerfully go ahead making 
the same mistakes over and over. Most people 
don’t know the difference, anyway. 

By following these basic precepts and by avoid- 
ing postgraduate courses and medical meetings, you 
may be assured of a comparatively rapid, and cer- 
tainly unlaborious, decadence. 


R. L, G. 


ARI 


* oles aaah Midi * 


This Land is No Other* 


Nerruer Eric the Red, around 1000, nor Christo- 
pher Columbus, in 1492, expected Jand when they 
grounded keel, the one on Greenland to the north, 
the other on San Salvador to the south. Nobody 
in Europe dreamed there was such a continent ex- 
tant. Geographic aloofness—what appeared a waste 
of empty waters reaching to the world’s rim — 
made its existence unknowable. 


Geographically, that same aloofness remains, 
after five and a half centuries. The “waste of 
waters between” extends just as far now as it 
did then. But what the inhabitants of Europe and 
America seem to have utterly forgotten is that 
there still remains, unrecognized and unutilized, an 
aloofness of destiny separating the two great land 
areas as definitely as oceanic distance! 


Stop and think a moment how vitally this is fact 
.. . that the destiny is still here, whether acknowl- 
edged or not! The founding of America stood 
aloof from all historic precedent. “Religious free- 
dom” was both its impetus and objective. The 
governing idea that followed was likewise differ- 
ent—original to the makers of this country’s Con- 
stitution. Further, as the nation widened boun- 
daries and multiplied population, it spontaneously 
developed standards of living, levels of opportuni- 
ty, resources of soil and mine and plain and fac- 
tory, systems of school and building, a type of 
economic philosophy, not only unlike any other 
land’s, but not remotely approached by any other 
land’s. 

These facts should mean to us something in 
the nature of a sacred heritage. They outline and 
define our destiny. They mark America, even now, 
as different and apart from all peoples, policies, 
and activities trans-Atlantic. They do not require 
of us an absurd or shortsighted “isolationism’— 
but they do demand that preservation of this apart- 
ness of the American Destiny should come first 
with us politically, just as the land itself was given 
apartness by Nature geographically. 

Neighborly interference in another family’s 
brawls has always proved costlier to the interfering 
neighbor than to the family brawler. Changing the 
dimensions of that simple axiom can never change 
the axiom. Accelerative change in transportation 
and communication, since the ink was wet on our 
Constitution, hasn’t changed by one whit the 
“meaning of destiny” implicit in every American 
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schoolbook, and plainly evident in our hundred and 
seventy-four years of national experience. 

Let us, amid the family brawls overseas, weigh 
this consideration thoughtfully. The remembrance 
that this land is no other, and is like no other, has 
much to do with what America’s destiny will be 
tomorrow. “CALEB” 

Chicago, IIl. 


Warning to Emotional Golfers 


Tue fourth hole on the Post course at Fort Snel- 
ling, Minn., is a humdinger—tee on a hill, with a 
regular jungle of rough, knee to waist deep, ex- 
tending for about a hundred yards, without even 
a path down the middle. 

Here you see a picture of the sand box on the 
fifth tee, which shows that someone appreciated 
the emotional condition in which players would be 
likely to reach this sage of the course. 


The Practice of Medicine 


Tue practice of medicine is probably the most en- 


trancing profession in the world. As it deals with 
human beings, it requires a complete understanding 
of, and sympathy with, all aspects of human life. 
One, to practice it wholeheartedly, must be a com- 
bination of a confessor, a judge, a counselor, and 
above all, a friend. 

The spirit of specialization and mass production 
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has invaded the medical profession. It has un- 
doubtedly increased the health of the citizens at 
large; but has it done so without the loss of a 
certain understanding of human frailties and the 
helpful counsels of an old and trusted friend, 
which made a profession, instead of a trade, of 
“medicine”? — JoNnaTHAN C. MEAkins, M.D., 
LL.D., in “The Practice of Medicine” (C. V. 
Mosby Company, Publishers, St. Louis). 
eS 
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Personal Insurance 


P nysictans should be insured against certain 
risks which they may encounter after graduation, 
says Archibald Malloch, M.D., librarian of the 
New York Academy of Medicine. He enumerates 
these risks as follows: (1) The risk of being sat- 
isfied with methods of diagnosis and treatment 
learned in medical schools; (2) the risk of being 
content with what is good, instead of striving for 
what is better; (3) the risk of intellectual 1lazi- 
ness, which threatens those in an extensive prac- 
tice; and (4) the risk of becoming rusty. 

For insurance against these dangers, Dr. Mal- 
loch suggests: (1) The study of disease among 
private patients as well as among hospital patients ; 
(2) discussions of problems at meetings of med- 
ical societies; (3) publication of brief papers about 
important cases; and (4) the regular perusal of 
medical journals and books, so that regular read- 
ing becomes a habit—T. E. Keys, M.A., in Minn. 
Med., Jan., 1940. 

eS 


Malpractice and Contributory 
Negligence* 


To prevent malpractice suits, it is advisable to give 
concrete, adequate directions and instructions to 
patients, their attendants, or those responsible for 
them, and to keep careful records. 


Whenever clear instructions have been given by 
a physician, to his patients or to their attendants, 
which they fail to obey to the letter, the therapeu- 
tic effect the physician is trying to obtain cannot be 
expected to be produced. The more clearly detailed 
and explicit these directions are, the greater the 
opportunity for charging and proving contributory 
negligence, in the event that something goes amiss 
through the patient’s neglect in following them. 


It is a well established fact that patients who 
have tendencies to bring unjustifiable charges of 
malpractice against physicians, are often possessed 
of mental quirks, which have not been given the 
attention they deserve. They often fail to follow 
the physician’s instructions, and are alert to make 
much of the allegation that adequate instructions 
were not given and to claim that, because of such 
failure, the allegedly poor results followed. 


Contributory negligence may be used as a satis- 
factory means of defense; in some states, it may 
be used as a complete defense, if it can be proved 
that the patient’s negligence preceded, concurred 
with, or occurred after negligence, if any, of the 

*Radiol., 


Jan., 1940. 
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physician. Thus, if a patient refuses to have a 
roentgenogram taken, uses salicylic acid ointment 
after x-ray therapy, or does not take reasonable 
care of himself (even without specific instructions), 
he is partially or wholly barred from winning a 
malpractice suit. The patient who does not follow 
the physician’s advice is thus made responsible for 
his own acts. 


Contributory negligence is not utilized by the 
medical and legal profession, when defending the 
medical profession, to anything like the extent that 
it should be. It is generally a good defense, even 
when used in cases in which the physician has 
been somewhat negligent, as it is often a potent 
factor in reducing the damages that might be 
awarded. In the defense of malpractice suits, any 
and all possible means must be used for minimiz- 
ing and rebutting the testimony of the opponents. 


The patients know nothing as to their own proper 
conduct in connection with injury or disease. It is 
part of our legal duty to instruct them in these 
respects, but it must also be remembered that, once 
having been properly and clearly instructed, it be- 
comes equally obligatory for the patients to follow 
orders faithfully. Failure to follow these instruc- 
tions should be construed, and charged, as contrib- 
utory negligence. 

I. S. Troster, M.D. 

Chicago, II. 


[It should be practicable to have certain types of 
routine instructions printed or mimeographed, and 
to enter upon the patient’s record the fact that he 
was given a certain sheet of directions on a cer- 
tain date. If one wanted to be especially careful, 
the patient, or his attendant, might even be asked 
to sign a receipt for such instructions.—Eb.] 
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The Story of Surgery 


Graham 


THE STORY OF SURGERY. By Harvey Granam. 
With a Foreword by Otiver St. JoHn Gocarty. New 
York: Doubleday, Doran and Company. 1939. Price, 
$3.75. 


"THE facts and fancies of the past 5,000 years, as 

they relate to the development of the art and 
science of surgery, have been told before, but never 
so fully; never so wittily. 

The surgeon who feels that he has made some 
significant contribution to medical progress usual- 
ly finds that much opposition appears from those 
who do not wish to change from older, established 
methods. The great men of surgery are here shown 
as fighting endlessly for their ideals and the truths 
they have discovered, giving up large practices (as 
Lister did) to demonstrate their advances and un- 
selfishly spreading their discoveries to an unrecep- 
tive world. Syme, Lister, Liston, Hunter, the sur- 
geons of ancient Greece, Egypt, and Rome (in- 
cluding Hippocrates and Galen) parade across the 
pages in all their majesty of genius. Anecdotes and 
stories of operations fill the pages. 


“This is a story book—a story of surgery itself, 
made up of the stories of a thousand and one sur- 
geons who all helped to bring the surgical art to 
its present state of development. It has moments 
of great excitement, moments of ribaldry, moments 
of tragedy.”’ One can scarcely imagine a more fas- 
cinating (and, at the same time, instructive) book 
for the doctor's leisure-hour reading. 





The 


eminar 


(NOTE: Our readers are cordially invited to submit fully worked up preb- 
lems to the Seminar and to take part in the discussion of any or all problems 


submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 3 (Medical) 


Presented by John J. Rooney, M.D., 
Rochester, N.Y. 


(See Ciin. Men. & Surc., Mar. 1940, p. 114) 


Recapirutation: A young married woman, 26 
years old; height, 64 inches; weight, 106 pounds, 
complained of loss of weight, palpitation, nervous- 
ness and excessive perspiration, which began after 
the death of her mother, one year previously. All 
these symptoms were worse on hot days. She ate 
and slept well. 

History: Both maternal grandparents died of 
tuberculosis; her mother had hypertension and died 
of apoplexy; her father is living and well at 65 
years; eight siblings, all living; no history of thy- 
roid disease; personal history contained nothing 
important. 

Examination showed a thin, fidgety woman with 
abundant, fine hair and a warm, moist skin, except 
the hands, which were cool and clammy ; eyes, star- 
ing, but no exophthalmos or lid lag; no thyroid 
enlargement; intermittent, fine to coarse tremors of 
the hands; pulse, 120; blood pressure, 138/74; 
heart and lungs (including a roentgenogram), nor- 
mal; basal metabolic rate, increased. 

Requirements: Discuss the differential diagnosis, 
giving reasons. What further studies would you 
have made? Suggest treatment. 


Discussion by W. E. McKinley, M.D., 
Jewell, Kans. 

This case suggests to me, first, hyperthyroidism, 
and second, pituitary dysfunction with sexual neu- 
osis, because : 

1.—An increased basal metabolic rate; excessive 
perspiration; muscular tremor, associated with pal- 
pitation and nervousness; a rapid pulse; continued, 
increasing loss of weight; staring, unblinking eyes; 
with possible gastro-intestinal disturbances, in a 
woman between the ages of 20 and 40 years, would 
cause me to suspect hyperthyroidism. 

2.—Associated with this, a patient 64 inches tall 
and weighing 106 pounds, with clammy perspira- 
tion and soft, silky hair, would suggest, to me, 
pituitary dysfunction, associated with sexual neu- 
rosis. 

I recognize the fact that hyperhidrosis of the 
hands and feet may also indicate idiosyncrasy, de- 
bility, neurasthenia, incipient phthisis, or sexual 
neurosis. 

To play safe, I would advise a clinical labora- 
tory examination (blood count, total and differen- 
tial, and consecutive morning sputum examinations 


for six mornings). If any of these reveal anything 
suspicious, an examination of a catheterized urine 
specimen for acid-fast organisms, an x-ray study 
of the sella turcica, and a test for hemianopsia, 
would be called for. 


Discussion by G. M. Russell, M.D., 
Billings, Mont. 

Differential Diagnosis: This lies between adeno- 
matous goiter with hyperthyroidism (Plummer’s 
disease) ; exophthalmic goiter (Graves’ of Base- 
dow’s disease) ; and autonomic imbalance neurocir- 
culatory asthenia or effort syndrome. 

I will rule out autonomic imbalance, neurocircu- 
latory asthenia, effort syndrome, and irritable heart 
because of dyspnea after exertion, loss of weight, 
inability to stand heat, agitation, figidity, staring 
unblinking eyes, skin warm and most, and increased 
basal metabolism. 

As between adenomatous goiter and exophthalmic 
goiter, the excessive nervousness and figidity, agi- 
tation, staring, and restlessness point to exophthal- 
mic goiter. 

Loss of weight, intolerance to heat, excessive 
perspiration, warm moist skin, and finger tremor 
are found in both adenoma and exophthalmic goiter, 
as is also a rapid pulse. There are no thyroid eye 
signs in adenoma. 

The record does not state whether there was 
any bruit or thrill. 

I would want: a differential leukocyte count: 
a basal metabolic .test (B.M.R.), as the exact 
rate is not stated; an electrocardiogram; and 
an x-ray study of the thyroid. 

On the basis of the facts available, I 
make a diagnosis of exophthalmic goiter. 

Treatment: Physical and mental rest and a 
liberal diet, doubling the calories required for 
the weight. In some X-ray treatments 
have been of value. Lugol's solution, 1 cc. a 
day for two weeks before operation, if this is 
found necessary. In some cases quinine has 
been found to be of value. 


would 


cases 


Discussion by Duane Mills, Medical Student, 
Philadelphia, Pa. 

An acceptable diagnosis should account for 
the symptoms and signs that make the par- 
ticular patient a distinctive case, and not neces- 
sarily include all signs and symptoms of a 
classical case. With this in mind, in my 
opinion, after considering the possibilities of a 
mild to moderate hypertension or neurosis, this 
young woman is complaining of and illustrating 
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the signs of the “whipped up” metabolism of a 
diffuse toxic goiter. 

The cardinal symptoms and signs of diffuse 
toxic goiter are found in this girl, with the 
exception of a palpable and visible enlargement 
of the thyroid. However, instances are known 
in which such is the case, but when the patient 
is asked to bend the head back, a fullness in the 
neck region may be observed; or a substernal 
thyroid may be present. Exophthalmos also is 
not present, but this is true of many thyroid- 
hyperactivity cases, for the exophthalmos has 
been shown to be relatively more closely related 
to the activity of the thyrotropic hormone from 
the pituitary gland. 

The tachycardia (120), the fine to coarse 
tremor, and the metabolic hyperactivity are 
quite in accordance with this diagnosis. The 
age group is also in agreement, as the period 
between the ages of 16 and 30 years, with fre- 
quency at about the age of 26, is typical. 

Ocular symptoms are usual accompaniments 
of this metabolic disturbance, but are not so 
clearly shown in this case. The staring and 
unblinking eyes are, however, suggestive. 

The high pulse pressure (64) is quite in 
accordance with my suggestion, as hyperactivity 
of the cardiac musculature, caused by exercise, 
thyrotoxicosis, and hypertension, are known 
causes of such a finding. The neurotic patient 
also shows a high pulse rate, but is interest- 
ing to note that it returns to normal during 
sleep, while the thyrotoxic patient maintains a 
high pulse rate when recumbent. 

Mental and nervous symptoms are usual 
findings and this patient, with her nervousness 
and excessive perspiration, is so included. The 
neurotic patient also presents a similar picture, 
but the fine hair and the warm, moist skin 
suggest hyperthyroidism, while the neurotic’s 
hand is clammy and cold. It would be inter- 
esting to determine whether or not irritability 
and forgetfulness were also a part of any sug- 
gestive personality change. 

The basal metabolic rate is_ invariably 
elevated thyrotoxicosis, with readings from 
plus 15 up to 100 or higher, in occasional severe 
cases. Her increased tolerance to cold is also 
indicative of a thyrotoxicosis. 

It is interesting to note that thyrotoxic 
patients have been known to have their symp- 
toms precipitated by some emotional shock, 
which the history of the death of the patient's 
mother would suggest. 

Hypertension is to be considered, but would 
call for further evidence, as a diastolic pressure 
of 74 is not of particular significance with such 
a patient. I suggest a study of the ocular fundi 

In this case, I should prescribe rest in bed, 
along with supportive treatment and a _ thera- 
peutic trial with Lugol’s solution. I should call 
for frequent metabolism tests, perhaps an x-ray 
study of substernal area for evidences of dis- 
placement, and a blood study and. urinalysis. 


Discussion by Paul E. Craig, M.D., 
Coffeyville, Kans. 
Differential Diagnosis 


1.—Hyperthyroidism: 
Present: 


Rapid and continued loss of 
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weight; tachycardia 110 to 120; nervousness; 
sweating; tremor; and elevated basal meta- 
bolic rate (B.M.R.) 

Absent: Thyroid enlargement; 
nodules; exophthalmos; menstrual 
ances; and pressure symptoms. 
2.—Neurocirculatory Asthenia due to Psycho- 

neurosis: 

Present: Nervousness; weight loss; subjective 
palpitation; tremor characteristically fine to 
coarse; elevated B.M.R.; history of onset dates 
from the death of her beloved mother, possibly 
upon whom she has had a “fixation complex” ; 
vasomotor instability and staring eyes sug- 
gest hysteria. 

Absent or not mentioned: Dermographia and 
psychic state determined by psychoanalysis. 
3.—Incipient Pulmonary Miliary Tuberculosis: 

Present: Nervousness; increased basal 
metabolic rate; tremor; loss of weight; fast 
pulse; and free perspiration. 

Absent: Dry cough; positive roentgenologic 
findings and sputum analysis; afternoon rise 
in temperature; night sweats; and_ easy 
fatigability. 
4—Subacute Bacterial endocarditis: 

Present: Nervousness; fall in weight curve; 
tremor: increased B.M.R. and pulse rates. 

Absent: Fluctuating temperature; petechiae; 
history of previous streptococcic or focal 
infections; dyspnea; intermittent dependent 
edema; and positive physical findings. 

Suggested Studies 
1.—Electrocardiographic tracing. 
2.—Blood and spinal-fluid Wassermann tests. 
3.—Blood culture. 
4—Repeated basal metabolic tests. 

5.—Blood cholesterol determination. 
6.—Complete neurologic and psychiatric ex- 
aminations. 


palpable 
disturb- 


Tentative Diagnosis 
1.—Neurasthenia. 
2.—Hyperthyroidism to be ruled out by a 
therapeutic iodine test. 
Suggested Treatment 
1.—Rest. 


2.—Change of environment. 

3.—Psychotherapy. 

4—High caloric diet. 

5.—Bromides. 

6.—Establishment of a supervised hobby. 

7.—Hydrotherapy. 

8.—Saturated solution of potassium iodide, 
administered in 5-minim doses, three times a 
day, after meals, for two weeks. 


Solution by Dr. Rooney* 

The basal metabolic rate (B.M.R.) was plus 
34 at the first test; the next was plus 29, three 
days later. She was admitted to the hospital 
for observation, but no medicine was given. 
The first B.M.R., in the hospital, was plus 25, 
and the second (four days later), plus 10. Her 
pulse ranged from 70 to 120. (The tachycardia 
of hyperthyroidism remains constant, despite 
rest). She gained weight and her “nervous- 
ness” disappeared, as did also the palpitation 
and the tremor. Her weight has increased 11 
pounds, and she has felt well ever since. 

Upon going into the history, I found that she 


“Adapted from N.Y, St. J. of M., Aug. 1, 1939. 
(Continued on page 195) 
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Little Things in Clinical Practice 


WAS much impressed by the statement of 

someone, probably Dr. Lake, that it is the little 
things that make or mar the introduction of a 
young practitioner to his future clientele. As a re- 
sult, the following are a few of those things which 
may be of assistance to the younger man with little 
practical experience. 

Splinters: Buy a Ralk’s splinter forceps, six 
inch length. It never fails to be of service in 
these cases. 

Foreign Bodies in the Esophagus: If an 
esophageal bougie is not available, tie a strong 
string around the middle of a piece of soft sponge 
about the size of an almond nut. Have the patient 
swallow the moistened sponge with a drink of wa- 
ter; then pull it up. 

Diarrhea: You may meet a case of severe 
diarrhea at the patient’s home, and have nothing 
in your bag to combat it; but in every house there 
is cinnamon powder. Take two tablespoonfuls 
from the can, add hot milk or water to form a 
mush, and feed one tablespoonful of this every half 
hour for three or four doses. It will stop the most 
violent diarrhea, “intestinal flu,” or ptomaine poi- 
soning. 

Moles and Warts: Apply carefully bichlor- 
acetic acid (Kahlenberg), protecting the healthy 
skin with solid petrolatum. A scab will form and 
the lesion will drop off in a week or less. 

Corns: Make your own corn cure: Dissolve 
2 drams (8 Gm.) of salicylic acid in 6 drams (24 
cc.) of flexible collodion. Pour it into a one-ounce, 
tightly stopped bottle. Apply once daily, at night, 
and the corn drops off in about a week.! 

Foreign Bodies in the Cornea: Locate the 
foreign body with a magnifying glass or loupe; 
anesthetize the cornea with a few drops of weak 
cocaine solution (one ™%-grain tablet in 2 drams 
of sterile water; instill 10 drops of this solution) ;7 
sterilize a spud; under a magnifying glass, remove 
the foreign body; instill one drop of 25-percent 
Argyrol solution and give the patient an ointment 
of Holocain and epinephrin to use in the eye three 
times a day, in addition to wearing dark glasses. 

Toothache Gum: Take a one-dram vial and 
fill it half full with carbolic acid; add the same 
quantity of flexible collodion; shake, and you have 
toothache gum. Dry out the cavity in the tooth, 
insert some of the gum, and cover it with absorbent 
cotton. 

Ingrowing Toe Nails: Paint the entire area 
with tincture of iodine’; inject Novocain (pro- 
caine) solution (1 percent) under the affected side 
of the nail; and wait five minutes. With sharp- 


1.—Bichloracetic acid is mere satisfactory in treating 
corns, and, moreover is an office treatment, enabling the 
physician to maintain control of the patient.—Eb. 

2.—Butyn is a better topical anesthetic.—Ep. 

3.—Tinrcture of Metaphen is more powerful and less ir- 
ritating.—Ep. 


4.—Chlorazene is handy for making chlorine antiseptic 
solutions.—Ep. 
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pointed scissors, cut the ingrowing margin from 
the rest of the nail. Evulse the severed margin 
with artery forceps; apply pure carbolic acid, with 
a swab, to the denuded area, and neutralize it with 
alcohol; apply a Dakin solution? dressing. 

Enlarged Prostate: Tablets of chromium sul- 
phate, 4 grains each, given four times a day, will 
relieve nocturnal frequency. 

Cerumen in the Ears: Make a strong solu- 
tion of ordinary baking soda (sodium bicarbonate) 
in warm water, inject it into the ear with a two- 
ounce syringe, and the plug will be removed with- 
out difficulty. 

Infections: To 4 ounces (120 cc.) of de- 
natured alcohol, add 4 drams (16 Gm.) of lead 
acetate granules, and distilled water to make a 
pint. Shake, and use as a wet dressing to the in- 
fected area. It will localize pus, if any forms, and 
stop the spread of the infection. The solution 
should be kept in a cool place, and applied cold. 

R. S. MacArtuur, M.D., C.M. 

Los Angeles, Cal. 

|] 


Clinical Electrotherapy* 
Diathermy 
Puystonocicatty, the effects of diathermy, wheth- 


er of the conventional or short-wave type, are 
purely the effects of heat. The peculiar advantage 
of this type of therapy lies in the fact that com- 
plete penetration makes the treatment much more 
effective than is the case with less penetrating 
types of heat, such as infra-red radiation, hot packs, 
paraffin baths, etc. We must, however, remember 
that, in some cases, deep penetration may be a dis- 
advantage. 

Fractures: Diathermy is not indicated in the 
early stages of fractures. It does not speed up 
healing (several investigators have shown this). 
In fact, there is considerable evidence to indicate 
that arterial hyperemia has a tendency to cause 
absorption of calcium and delayed healing in frac- 
tures, unless it is accompanied by active motion 
or massage. Good results have been reported in 
the treatment of delayed or non-union, where the 
difficulty seems to arise from poor blood supply to 
the extremity. 

In the treatment of late stages of fractures, 
where union has occurred with residual fibrous 
adhesions, contractures, or atrophies of the sur- 
rounding soft parts, diathermy may be a valuable 
means of securing added nutrition and softening 
adhesions, if combined with massage, active exer- 
cise, and other indicated procedures. 

Dislocations: Diathermy may be of great value 
in relieving the pain of muscle spasm and allow- 


*Presented before the Continuation Course in Surgery, 
University of Minnesota, Mar. 11-16, 1940. Abstract 
by R.L.G. 
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ing the restoration of normal function in as short 
a time as possible. Massage and active motion 
should be employed at the same time. 

Contusions, strains, sprains and other injuries 
may be greatly benefited by the sedation and in- 
creased circulation provided by diathermy. 

Arthritis, fibrositis, myositis, tenosynovitis, and 
bursitis may be benefited by diathermy. It must be 
remembered that increased arterial circulation also 
results in increased swelling. Frequently, the pain 
in acute arthritis and bursitis is due to the swelling 
present. This accounts for the increased pain un- 
commonly experienced after the use of diathermy 
in such conditions. This can be avoided to a large 
extent, by using very mild doses of heat at first, 
or by “baking” or infra-red radiation or other less 
penetrating forms of heat during the very acute 
stages of the disease. It must also be remembered 
that miraculous results can hardly be expected in 
extremely chronic diseases. Therefore, the treat- 
ment must be used persistently and intelligently, 
and in combination with every feasible aid offered 
by medicine and surgery, including general health- 
building measures. 

Painful shoulder conditions: I know of no more 
valuable therapeutic device than diathermy in the 
treatment of painful shoulders (“frozen shoulder,” 
“periarthritis,” “subdeltoid bursitis’). Our usual 
technic consists in the use of diathermy and im- 
mobilization until the pain at night and constant 
ache during the daytime have been relieved. Then 
we add massage gradually, starting with very mild 
stroking for short periods, and gradually increasing 
the strength and duration of the massage, as tol- 
erated by the patient, and then adding active ex- 
ercise, passive stretching, faradic or sinusoidal 
muscle stimulation, and exercise. 

Chronic osteomyelitis: If diathermy treatment is 
begun early, in cases that are not of the fulminating 
type, I believe that surgery can sometimes be 
avoided by this means. Long continued therapy 
with the short-waves will improve chronic osteo- 
myelitis. 

Pneumonia: Much evidence has been advanced 
in the support of the diathermy treatment of pneu- 
monia. The relief of pain, increase in circulation, 
and decrease in cyanosis that it frequently pro- 
duces are certainly advantageous effects. Serum, 
sulfapyridine, and other treatment may be used 
concurrently without fear of antagonistic action. 


Sinusitis: The use of short-wave diathermy in 
the treatment of sinusitis has recently been popu- 
larized by the articles in Hygeia and the Reader’s 
Digest. Short-wave therapy is a very effective 
method in acute sinusitis and in chronic sinusitis 
due to infection Allergic or mechanical (nasal 
obstructive) sinusitis is helped but little. 

Infections: Certain types of localized infections 
(abscesses, boils, carbuncles) clear up remarkably 
well with short-wave therapy 

Veuritis: Except in cases secondary to irrita 
tion of some sort, muscle spasm in the 
lower back in sciatic neuritis, which can be bene 
fited by diathermy, I have not been favorably im 
pressed. Occasionally, pain is increased. 


such as 


Galvanic Current 
The usefulness of the galvanic current rests up 
on: (1) its ability to stimulate muscle and nerve 
tissue; (2) the polar effects produced; and (3) 
the transference of ions in solution toward one pole 
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or the other 
fer). 

Scar tissue may be softened by the use of the 
negative pole. The interrupted galvanic current 
is useful in the treatment of peripheral nerve in- 
juries and wherever muscle stimulation is desired 
(recent and old injuries, neuritis, sprains, frac- 
tures, dislocations, ischemic contractures, painful 
shoulder conditions). 


(iontophoresis, common ion trans- 


Mivan E. Knapp, M.D. 
Minneapolis, Minn. 
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Pericolic Membranes and “Chronic 


Appendicitis 


Pericotic membranes may cause the same symp- 
toms that often lead to a diagnosis of “chronic ap- 
pendicitis,” including: (1) Right iliac pain and 
tenderness; (2) nausea and vomiting; (3) epigas- 
tric pain; (4) flatulency; and (5) digestive dis- 
turbances (epigastric fullness, heaviness, “lump in 
the stomach”). Most patients complain of recur- 
ring attacks of pain, with tenderness in the right 
lower quadrant, frequently made worse on exer- 
cise, but never sufficient to cause confinement to 
bed. Middle-aged patients are often diagnosed as 
having duodenal ulcer or gallbladder disease, be- 
cause of the symptoms of indigestion. 

Relief is not obtained by simple appendectomy. 
Those patients who, at a second operation, have 
had these membranes divided, obtain complete free- 
dom from pain. 

The x-ray diagnosis of pericolic membranes is 
based upon: (1) ileocecal delay, due to the acute 
angle of the terminal ileum on entering the cecum: 
(2) smooth deformity of the cecum and spasm of 
the transverse and descending colon, especially the 
latter (the lateral or outer border of the ascend- 
ing colon is so smooth that it appears as if en- 
cased in an envelope, and haustral markings are 
absent or very shallow) ; (3) spasm at the pylorus, 
relieved by anti-spasmodics; and (4) a moderate 
six-hour stomach residue. The membranes may 
extend up to the hepatic flexure, and there pro- 
duce a sharp angulation and reduplication—W. R. 
Casuion, M.D., in Radiol., Jan., 1940. 


[Those who have not read the article by Mr 
3atchelor, in the April issue of this Journal, on 
page 135, will find it highly interesting. —Eb. | 
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Treatment of Vaginal Discharges 


Yeasr vaginitis may be suspected when the dis 
charge is flecked with small white particles or 
when white flakes of the growing fungus are de 
tected on the vaginal mucosa in thrush-like patches 
It is readily relieved by applying a 2-percent aqueous 
solution of gentian violet or suppositories. Pot 
assium iodide and potassium iodate, suggested by 
Hesseltine, will be effective if the violet is irritat 
ing or ineffective. 

The leukorrhea assoc tated with cervical lesions 
does not produce irritation unless there ts a com 
plicating vaginitis due to the gonococcus, tricho 
monad, or monilia (yeast). 


In trichomonas infections, the discharge tends t: 
be yellow, limpid, and frothy, and symptoms are 
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aggravated in the post-menstrual period. Monilia 
or yeast infection tends to produce premenstrual 
irritation. 

Trichomonas infections may be combated by in- 
sufflations of silver picrate, or by acidifying the 
vagina by vinegar douches and inserting lozenges 
of dextrose or lactose, which encourage the growth 
of normal bacilli—E. D. Priass, M.D., in Minn. 
Med., Sept., 1939. 


[Many physicians have felt that the trichomonad 
was not responsible for vaginitis, but was a harm- 
less inhabitant of the vagina. Hibbard and Falls 
are proving that “trichomonas infections” are often 
due to the streptococcus subacidus. The physician 
in practice should search well for the gonococcus, 
and then treat with silver picrate or gentian violet, 
which will cure practically all cases of vaginitis.— 
RB. $.. G4 
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X-Ray Study in “Acute Abdomen” 


A. stpLe roentgenogram of the abdomen will 
often reveal helpful signs in acute cases. Disten- 
tion of the large bowel is diagnosed by its location, 
and of the small bowel by the typical stepladder- 
like cross markings. Fluid, either diffuse or cir- 
cumscribed, may be detected by the haziness of 
the gut outline and the loss of muscle markings 
(assuming the black and white contrast is good 
and the developing solution fairly fresh). Free 
gas in the belly is noted most often just under the 
right edge of the diaphragm, and is usually indica- 
tive of a ruptured viscus. Enlargement of solid 
organs is easily noted by examining their shadows. 
Calcium-containing bodies are easily recognized 
(gallstone, renal stone, calcified phlebolith), in the 
ureter, gallbladder, or intestine —R. F. BArser, 
M.D., in N.Y.S.J.M., Feb. 1, 1940. 


Cardiac Neuroses 


Tue complaints associated with cardiac neuroses 
are diverse—palpitation, cardiac pain. dyspnea, etc. 
The experienced physician discovers, with a few 
questions, that the palpitation and pain appear in- 
dependently of an external occasion (apart from 
excitement) ; that the symptoms, when the patient 
is at rest, may last for “hours”; and that physical 
exertion plays no unequivocal role as a precipitat- 
ing factor. The dyspnea consists in a periodically 
recurring urge to breathe deeply (the sigh of re- 
lief observed particularly often in women at the 
menopause); from the objective standpoint, occa- 
sionally a rapid, irregular respiration is noted. 
Insomnia, a tendency to perspire, restlessness, anxi- 
ety, and inability to concentrate or to work supple- 
ment the picture. Outwardly such patients may 
not appear to be “nervous.” The fact that the pain 
in cardiac neurosis never, or rarely, radiates, is sig- 
nificant. 

Treatment: Explain to the patient and relatives 
that no organic disease is present, and that the 
listurbance is neither dangerous nor will it lead to 
complications; rather an “alteration of the cardiac 
nerves” is present, which is definitely curable and 
will not leave any after-effects. Many neuroses 
vanish as soon as the relatives, through the advice 
i the physician, act differently toward the patient. 

Cure will not be obtained until, by careful ques 


Premature Infants 
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tioning, one succeeds in discovering domestic or 
professional dissention, the germ of neuroses in 
material or sexual preoccupations, and by counsel 
and encouragement, succeeds in dispersing them. 
In patients with marked, objectively demonstrable, 
over-excitability of the heart, tonic treatment and 
a gradually increasing regimen of exercise should 
be prescribed.—D. ScHerr, M.D., and Linn Boyp, 
M.D., in “Cardiovascular Diseases” (C. V. Mosby 
Co.). 
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Spinal Anesthesia in Shock 


Ir is essential that all patients under spinal anes- 
thesia be kept with the head lower than the but- 
tocks during the whole period of anesthesia and 
for some time afterwards; the reason for this be- 
ing that one of the results of spinal block is to 
allow the blood to drain into the great muscle 
areas and abdominal viscera uncontrolled by the 
vasomotor nerve centers. If the patient’s head is 
kept down, this drainage of the blood is prevented 
and the pressure is maintained in the essential 
parts of the circulation—the heart, lungs, and 
brain. 

During the World War, all wounded men were 
treated on army stretchers and were kept flat or. 
more often, with the head raised, and it was this 
position which caused the fatalities. Spinal anes- 
thesia will prevent shock in badly wounded men tf 
the patient ts kept rigidly head-down for some 
hours after the administration of the anesthetic. 
Very few persons would survive a high spinal an- 
esthetic if allowed to sit up immediately, even if 
unwounded, as the blood would drain out of the 
essential part of the circulation—J. P. LockHart- 
Mummery, M.D., in Brit. M. J., July 29, 1939. 


In experimental work, cats were traumatized 
while under anesthesia. Only in those animals tn 
which the anesthetic was spinal, was the t 
pressure maintained and shock averted. In the 
hypotension appeared and the animals quickly died. 
Inhalation and intravenous anesthetics are 
in warding off shock after severe injuries. Al- 
though the patient may be unconscious of pain. 
the nervous barrage is still attacking il 
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the vital 
medullary centers. Blood transfusion may be given 
with the spinal anesthetic. — N. L. M. Reaper, 
M.D., in Brit. M. J., June 10, 1939. 
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Care of Premature Infants 


M over pediatrics teaches us that if the 
ture baby is to have his chance for 
the things he needs: 

1.—Constant maintenance of body heat 

2—Provision of breast milk without 
some experimentation with other foods 

3.—Giving of oxygen at every critical 
during the twenty-four hours 

4.—Avoidance of infection. 

5.—Vigilant nursing by well-trained nurses, who 
do not relax in their care for even a moment, work 
ing under the constant direction of the doctor 

6.—Knowing what not to do, which is at 
as important as knowing what to do. 

These are the things which undoubtedly made 
possible for the Dionne quintuplets to be tl 
such group to survive, and this without cost 
complicated equipment. 
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vigilance, without a moment’s cessation, by well- 
trained personnel. 

Past failures with quintuplets, in my opinion, 
may be charged to the momentary cessation of 
vigilance in any one of these essentials —ALLAN 
Roy Daror, O.B.E., M.D., in Am. J. Obst. & 
Gynec., Jan., 1940. 


SS 


Heat in Peripheral Vascular Disorders 


Tue extremity with impaired circulation should 
not be treated by application of heat directly, but 
the diathermy or short-wave electrodes should be 
applied against the root of the limb. In this man- 
ner, both a direct heating effect and vasomotor in- 
fluence are obtained. This is also true of hot 
packs.—G. pe Takats, M.D., in Ann. Int. Med., 
Dec., 1939. 
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Management of the Frank-Breech 
Presentation 


Tue frank-breech, or breech presentation with ex- 
tended legs, is well known as a cause of stillbirth 
and neonatal death. Delivery is allowed to pro- 
ceed until the child’s body is born as far as the 
costal margins (a leg is not pulled down, as the 
whole breech is a better dilator). From this time 
onwards, no time must be lost until the child’s 
mouth is free. The uterine contraction is at once 
aided by fundal pressure until the head leaves the 
uterus and enters the pelvic cavity; then the pa- 
tient is rapidly anesthetized and the head is slowly 
but firmly pushed through the pelvis by suprapubic, 
not fundal, pressure. (Efficient suprapubic pressure 
is difficult with the patient conscious. Uterine con- 
tractions and bearing down are of little use, as the 
head has left the uterus. As soon as the head is 
low enough, its delivery is aided by shoulder- 
traction and jaw-flexion (Mauriceau-Smellie-Veit 
method). Once the mouth is free and the child 
can breathe, delivery through the outlet can be as 
slow as one pleases—V. Mary Crosse, M.D., in 
Brit. M. J., July 15, 1939. 


Diagnosis of Shock by 
Hemoconcentration 


Ina large series of cases in which shock was 
marked and hemorrhage insignificant, the first note- 
worthy feature was a high red-cell count. In a 
series of hemorrhage cases, the blood showed dilu- 
tion and a fall in the red-cell count. 


Hemoconcentration develops gradually after se- 
vere trauma, operations, intestinal obstruction, and 
burns. A rise from 5,000,000 to 6,000,000 red cells 
represents a concentration of 20 percent. Such a 
result indicates that the total blood volume has 
been reduced about 10 percent and the plas- 
ma volume about 20 percent. A _ concentration 
of 20 percent is ominous, for it indicates that the 
mechanism of shock is in operation, even though 
no decline in arterial pressure or other evidence of 
circulatory deficiency is shown. Examination of 
the blood thus forecasts the development of shock, 
from several hours to days before the blood pres- 
sure declines appreciably. 
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A loss of blood by hemorrhage results in dilu- 
tion of the blood, because fluid is absorbed rap- 
idly from the tissues to restore the blood to its 
normal volume. During shock, plasma escapes into 
the tissues spaces (the reverse process), compen- 
sation being made by arterial constriction. Jt is 
only when compensation fails, that the blood pres- 
sure falls, and then the process is often irreversible. 
—J. A. M. A., Oct. 21, 1939. 





[According to Moon’s views, our routine re- 
cording of blood pressure changes during opera- 
tions or after injuries indicates shock only after it 
is well developed. Hourly red-cell counts are of 
tremendous diagnostic significance —Eb. } 
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Boric-Acid Treatment of Burns* 


Iw the boric acid treatment of burns and scalds, 
the primary dressing consists of five parts of a 
saturated solution of boric acid in water and one 
part of ninety-five percent alcohol, applied in the 
form of a copious wet dressing. Rollers of sterile 
gauze are well soaked in this solution and applied 
to the burned area; this is covered with a layer 
of fine, pliable gutta percha tissue; then a thick 
layer of absorbent cotton, all held in place by a 
gauze bandage. 

A saturated solution may be made up beforehand 
thus: Put one-half pound of boric acid crystals 
into a gallon bottle and fill it two-thirds full of 
hot boiled water; shake the bottle vigorously and 
repeat the shaking occasionally during the next 
half-hour; then set aside to cool for future use. 
As the solution is used, more hot water and crys- 
tals should be added. Some boric acid crystals 
should always be in the bottom of the bottle, oth- 
erwise the solution may not be saturated. 

In order to be effective, the dressing must be 
copious, and should be left in place for at least 
24 hours without being disturbed in any way. If 
the burn is near the eye or on the lids, apply cool 
boric acid solution without alcohol, and change the 
dressings every 6 to 8 hours. 

In first- and second-degree burns, this dressing 
is the only type of treatment required. In third- 
degree burns, the boric-alcohol dressings are used 
until a line of demarcation forms; then either an 
amputation or removal of the charred skin, as the 
case may be, is recommended. 

In the latter instance, the charred skin is care- 
fully removed with a sharp scalpel, just short of 
causing bleeding, and the wet dressing reapplied 
for a few days, until granulations assume a nor- 
mal, firm, healthy appearance. 

After this stage has been reached, Unna’s paint, 
which has been liquefied in an ordinary double 
boiler and maintained at a temperature of 105° to 
110° F., is applied to the burned area with a soft 
sterile brush; the area is covered with a layer 
of sterile gauze; then another layer of Unna’s 
paint and another layer of gauze, until the wound 
is covered with 20 layers of gauze and paint al- 
ternately applied. This dressing is covered with 
gauze and cotton and held in place by a gauze 
roller bandage. The entire dressing is left intact 
for from 3 to 5 days, or until it shows evidence 
of contamination. 

The best way to change both the wet dressing 
and the Unna’s paint dressing is to remove the 


*Med. Rec., Sept. 20, 1939. 
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outer bandages and then put the patient in a tub 
of water at 93° to 95° F., until the dressing prac- 
tically floats off. This method makes the change 
of dressings painless and cleanses the whole body 
surface. 

Unna’s paint stimulates new epithelial outgrowth. 
New skin may form sufficiently rapidly so that the 
entire area is covered, or the granulations are so 
healthy that extensive skin grafting may be carried 
out without any preparation or curetting of the 
granulating area. 

Unna’s paint is made up thus: A double boiler 
is used; the outer receptacle is filled one-third full 
of water; 10 ounces of cold sterile water and 4 
ounces of ordinary sheet gelatin are put in the 
inner receptacle; heat over a slow fire until the 
gelatin dissolves; add 10 ounces of glycerin; and 
then slowly add 4 ounces of zinc oxide, stirring 
constantly. 

By using these methods of treating burns, no 
analgesics are required and skin rapidly regen- 
erates. 


E. H. Ocusner, M.D. 
= 


Chicago, II. 


Vitamin B in Digestive Disturbances 


A uicu percentage of 44 patients with functional 
digestive disturbances (flatulence, abdominal dis- 
tress, constipation, etc.) were improved by the ad- 
ministration of a vitamin B complex concentrate in 
large doses. 

That these patients are deficient in the vitamin 
B complex is suggested, not only by the results 
of therapy, but also by the demonstration of an 
abnormally low urinary excretion of one of the 
B complex constituents (thiamin). 

Preliminary tests indicate that the effectiveness 
of the whole complex is not due to vitamin Bi 
(thiamin) nor to vitamin Bz (riboflavin), but part 
of the effectiveness is due to the action of the nico- 
tinic acid; however, the therapeutic use of pure 
nicotinic acid is not suggested, as the total complex 
works better. — Drs. Farts F. CHESLEY, JEAN 
Dunpar, and LatHan A. CRANDALL, Jr., in Am. 
J. Digest. Dis. & Nutrit., Jan., 1940. 


Otosclerosis: Lempert’s Operation 


Tue technic of Lempert’s operation for otoscle- 
rosis is extremely delicate, and the results are ir- 
regular and sometimes bad. 

It has been said that, if a man can remove, with 
a dental burr, all traces of a fragment of bone 
which has been glued in the middle of a sheet of 
tissue paper stretched in a frame, without tearing 
the paper, he is ready to begin the real study of 
the technic of Lempert’s operation. — FRANK J. 
Novak, Jr., M.D., Chicago, III. 


The Seminar 
(Continued from page 190) 


desired to become pregnant and, so far in her 
two years of married life, had not been able to 
do so, and that she was worrying considerably 
about it. She and her husband live in a small 
apartment, and she had not much to keep her 
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occupied. Upon my advice, she took a part- 
time job. Fourteen months later, she was well 
and happy. 

We must keep ourselves conscious of the 
similarity between the anxiety states and mild 
to moderate thyrotoxicosis. A few days’ ob- 
servation in a hospital, with hourly readings of 
the pulse by a light-fingered nurse (the pulse 
rate does not decrease in hyperthyroidism), re- 
peated basal metabolism rate determinations, 
and dietary control (the psychoneurotic eats 
poorly and thus loses weight; the hyperthyroid 
patient eats well and loses weight), will elimi- 
nate the patients who do not need thyroidec- 
tomies. A thyroidectomy is never an emergency 
procedure. 

= 


Problem No. 5 (Surgical) 


Presented by O. S. Wyatt, M.D., 
Minneapolis, Minn. 


Tue patient, an 11 year old white boy, was 
awakened about midnight with pain in the 
abdomen, on Jan. 11, 1939. <A diagnosis of 
acute appendicitis was made on the findings of 
localized tenderness and leukocytosis (17,500 
white blood cells; 96 percent polymorphonu- 
clears). His temperature was 102.4°F. His 
past history was negative, except for infantile 
paralysis five years previously, from which he 
made a perfect recovery. 

Preoperative medication consisted of a hypo- 
dermic injection of morphine sulphate, 1/8 grain 
(8 mg.), and atropine sulphate, 1/300 grain 
(0.2 mg.), at 7:30 a.m. Anesthesia was in- 
duced by nitrous oxide and maintained by ether 
(drop method). While the child was being 
placed on the operating table, the surgical 
supervisor remarked that he felt much warmer 
than his temperature chart indicated. 

Operation: The abdominal cavity was opened 
through a right rectus incision. No free fluid 
was present in the peritoneal cavity. The 
appendix was readily accessible and appeared 
acutely inflamed. It was removed with very 
little trauma. On section, its lumen was found 
filled with pus. 

After the operation had been in progress 
about fifteen minutes, the anesthetist reported 
slight cyanosis and observed twitchings. The 
pupils were dilated, but reacted to light. On 
temporary withdrawal of the ether, the color 
returned to normal and the twitchings ceased. 
The operation was completed without further 
mishap and the patient left the table in appar- 
ently good condition. The operating time was 
35 minutes. The pulse rate during the opera- 
tion ranged from 110 to 120. The patient 
appeared slightly cyanotic after being returned 
to bed. His pulse was 150 and respirations 
were 30 per minute. 

About 25 minutes after being returned to 
bed, the child had a terrific convulsion, became 
blue, and presented marked carpo-pedal spasm. 
His temperature, following the convulsion, was 
108.4°F. Heart sounds and respiration ceased 
during the convulsion, and never returned. 

Requirements: Suggest the cause of the fatal 
termination of this case, giving reasons. What 
treatment might have saved this patient's life? 











Sinusitis Cough 


e@ Cough is almost invariably associated with 
chronic sinusitis. It may be due to a posterior dis- 
charge of muco-pus, irritating the pharynx or ac- 
tually seeping into the larynx, or it may result 
from associated lung changes (bronchitis, bronchi- 
ectasis). It is typically a very loose cough and 
productive, in adults, although in children, the 
muco-pus is usually swallowed. It is characteristic 
in children and I know pediatricians who confi- 
dently diagnose sinusitis on hearing this cough 
across a ward.—G. C. ScantiLesury, M.D., in 
Austral. & New Zeal. J. Surg., July, 1939. 


Patellar Sign in Osteo-Arthritis 


e If the patella is pressed from side to side, the 
limb being fully extended and relaxed, extreme 
coarse crepitus may be found, indicating bone with 
complete loss of cartilage; i.e. fully developed 
osteo-arthritis. A faint gritty sensation may be 
found in the knees of 15 percent of healthy young 
adults —T. C. McComspire Younc, M.D., in Brit. 
M. J., Sept. 30, 1939. 


“Recurrent Biliary Colic” 


e@ Socalled recurrent biliary colic may actually be 
attacks of acute interstitial: pancreatitis. The diag- 
nosis depends on the demonstration of a decrease 
in blood amylase—Rosert EtMAN, M.D., at Sci- 
entific Exhibit, A.M.A. Meeting, May 18, 1939. 


Nitroglycerin in Diagnosis 
e@ Relief of pain by nitroglycerin is not diagnostic 
of anginal pain. It also eases the pain of acute 


pancreatitis—R. Etman, M.D., in Scientific Ex- 
hibit, A.M.A. Meeting, May 18, 1939. 


Vague Bowel Trouble 


e@ Vague, painful enteropathies should direct atten- 
tion to possible nicotine poisoning. — Dr. RUDOLF 
Scumipt, in “Aphorisms of Diagnosis and Treat- 
ment” (Urban and Schwarzenberg). 


Basal Metabolic Rate and 
Pulse Rate 


@ For some time I have been impressed with the 
similarity of the basal metabolic rate and the pulse 
rate, as indicators of thyroid function. After an- 
alyzing 2,000 tests, I find that the pulse rate runs 
so nearly parallel with the basal metabolic rate 
that, when an accurate test is not available, the 
pulse rate is a satisfactory substitute. The average 
pulse rate goes up about one beat for every two 
points in the metabolic rate—A. H. NoeHren, 
M.D., in Med. Rec., Nov. 1, 1939. 
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Protruded Intervertebral Disc 


e Chronic, intractable, recurring, low-back and 
sciatic pain is the most common symptom of a 
protruded intervertebral disc in the lumbar region. 
The pain is increased by coughing, sneezing, strain- 
ing at stool, or any other action which temporarily 
increases the intraspinal pressure. Often the pain 
occurs during the night, causing the patient to get 
out of bed or to walk the floor. Paresthesias in the 
distribution of the involved nerve are a common 
symptom. All motions of the back are limited 
and painful, and the patient may walk with a def- 
inite list to one side. 


These signs may be considered diagnostic, if two 
or more are present: (1) Scoliosis; (2) limitation 
of spinal motion; (3) loss of the normal lumbar 
lordosis; (4) positive Lasegue’s and Kernig’s 
signs; (5) sciatic tenderness; and (6) diminished 
or absent Achilles tendon reflex.—J. G. Love, M.D., 
in Proc. Royal Soc. Med. (Eng.), Oct., 1939. 


Rectal Carcinoma 


e Carcinoma of the rectum sometimes is associated 
with particular sensitivity to pressure on the sac- 
rum. — Dr. Rupotr Scuminpt, in “Aphorisms of 
Diagnosis and Treatment” (Urban and Schwar- 
zenberg). 


Diabetes and Glycosuria 


e@ Since 1913 I have tried to insist upon the dis- 
tinction between the disease, diabetes, and the 
symptoms, glycosuria or hyperglycemia, as pre- 
requisite to clear thinking on fundamental diabetic 
problems. Obviously, diabetic patients and animals 
may often be free from glycosuria or hypergly- 
cemia, while on the other hand, most forms of 
glycosuria and many cases of hyperglycemia are 
not diabetic. Some pituitary preparations have a 
hyperglycemic action on injection, while others 
have a true diabetogenic action—Frep M. ALLEN, 
M.D., in N. Y. St. J. of M., Dec. 15, 1939. 


Kidney Disease is Systemic Disease 


@ In the socalled kidney diseases (nephritis, 
nephrosis, etc.), the pathologic condition in the 
kidney is only a part of the picture and a result 
of a general systemic or special condition else- 
where. Just as diabetes is not a kidney disease, as 
it was once thought to be, so neither are nephritis 
or nephrosis essentially kidney diseases. Albumin- 
uria is but a manifestation of a general albumin 
loss from the capillary bed throughout the body. 
As a rule, if the kidneys are let alone and the out- 
side pathologic conditions are corrected, the kid- 
neys survive and revive without special treatment. 
—L. A. Turtty, M.D., in South. Med. J., Oct., 
1939. 


jy a ae , Sherapeutics 


Sea-Sickness 


e Scientific general treatment of sea-sickness falls 
under five headings: Posture, warmth, diet, bever- 
ages, and dextrose. The value of dextrose in the 
prevention and treatment of sea-sickness is estab- 
lished. This prescription has been found effective 
by the Aquitania’s surgeon: 
R  Sodii bromidi 
Chloral hydrat 
Sp. chloroform Gm. 
Aq. q.s. Gm. 
Sig.: Sixty drops every half-hour, until relieved. 
Benzedrine is a promising drug, but must be 
used with care because of the resulting insomnia, 
if given late in the day—R. J. BLAcKHAm, M.D., 
in Brit. M. J., July 22, 1939. 


60—4.0 Gm. 
30—2.0 Gm. 


Sulfanilamide in Corneal Ulcer 


e Doses of sulfanilamide, sufficient to maintain a 
blood level of from 10 to 15 mg. per 100 cc., re- 
sulted in complete relief of pain in patients suf- 
fering from severe corneal ulcers resulting from 
chemical burns and injuries—J. H. Brattey, M.D., 
in Arch. Ophthalmol., Sept., 1939. 


Vitamin B and Liver Extract 
in Trigeminal Neuralgia 


e Vitamin B:; and liver extract have been used suc- 
cessfully in the treatment of major trigeminal neu- 
ralgia, a nerve disease characterized by agonizing 
pains in one side of the face. Those cases that 
did not respond to daily injections of the Vitamin 
3; were given a combination of large doses of liver 
extract and the vitamin. Marked improvement was 
noted in three to four months.—Arch. Phys. Ther., 
July, 1939. 


Diphtheria Antitoxin in 
Herpes Zoster 


e Dangerous cases of herpes zoster which affect 
the eyes may be treated by an initial dose of 5,000 
units of diphtheria antitoxin. This dose is repeated 
on the third day, if necessary. Very rarely, a third 
dose is needed. The pain and inflammation usually 
subside within 24 hours of the first dose. — Med. 
World (Lond.), Nov. 10, 1939, 


Treatment of Sulfanilamide 
Complications 


e@ The only drug which may have a favorable 
effect in controlling the reactions of sulfanilamide 
is nicotinic acid. Fifty (50) mg. doses, given 
three times daily, result in a disappearance of the 
mental apathy so often present with the ingestion 
of sulfanilamide. Other unpleasant symptoms, and 


the porphyrinuria, are lessened.—E. E. N. & T. M., 
Oct., 1939, 
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Infantile Tetany 

e Tetany is associated with a hypocalcemia, as 
contrasted with the hypophosphatemia of rickets. 
Ultraviolet rays are capable of raising the calcium 
level of the blood to normal. Of the group of 
substances which exert a curative effect on tetany, 
irradiated ergosterol is the best. Shelling found 
that tetany did not develop in any of the patients 
receiving vitamin D.—E. V. McCottum, Pu.D., in 
“The Newer Knowledge of Nutrition.”” (The Mac- 
millan Company, New York City). 


Dermatitis from Sulphonamide 
Compounds 


e@ Morbilliform, scarlatiniform, urticarial, and 
light-sensitization types of eruption, occurring dur- 
ing the administration of sulphonamide compounds, 
have been noted The majority of the eruptions 
will rapidly clear with appropriate treatment or 
cessation of administration of the causative drug. 
When the elimination of sulphonamide in the urine 
is found to be decreased, the drug should be dis- 
continued. Large quantities of fluid and alkaline 
diuretics will help rapid elimination. A diminished 
dose may be given, which usually leads to a rapid 
clearing of the skin and may possibly desensitize 
the patient. Ephedrine may help to control severe 
irritation, especially when a pronounced urticarial 
element is present in any type of rash. Calamine 
lotion is also of value—Davin Erskine, M.D., in 
Brit. Med. J., July 15, 1939. 


The Intravenous Use of Morphine 


e The intravenous injection of morphine gives the 
patient immediate relief of pain. If the drug is dis- 
solved in at least 2 cc. of distilled water or physi- 
ologic saline solution, and injected slowly, the pain 
will be relieved as soon as the adequate amount 
has been injected, whether that dose is 1/12 or % 


grain. One is thus protected against giving an 
overdose or giving an inadequate dose and need- 
ing to wait for from 15 to 30 minutes to know 
whether relief will be obtained—RALPH KNIGHT, 
M.D., in Minn. Med., Feb., 1939. 


Massive Hemorrhage in 
Peptic Ulcer 


e If the patient with a persistently bleeding peptic 
ulcer is not definitely improved (his red cell count 
increased and his blood pressure elevated above 
80/60) by two successive blood transfusions of 500 
cc. each, another transfusion should be started and 
a subtotal gastric resection done at once. These 
patients stand this operation surprisingly well. Ten 
percent of patients with massive hemorrhage will 
die under conservative treatment (Bellevue Hos- 
pital statistics)—J. W. Hinton, M.D., in Ann. 
Surg., Sept., 1939. 
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Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed 
to CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


To be brought up in an atmosphere of books is a rare privilege, for which one should be grateful 


for life. 


There is a friendliness about books, an appeal to the emotions perhaps 


as much as to intelligence —WtiiamM J. Mayo. 


Diseases of the Esophagus 
Vinson 


THE DIAGNOSIS AND TREATMENT OF DIS 
EASES OF THE ESOPHAGUS. By Porter P. Vin- 
son, M.D., D.Sc., F.A.C.P., Professor of Broneho- 
scopy, Medical College of Virginia, Richmond, Virginia. 
Springfeld, Illinois and Baltimore: Charles C Thomas, 
Publisher. 1939. Price, $4.00. 


HIS monograph is the first to be published on 

diseases of the esophagus, and is unusual be- 
cause the author, who is an endoscopist, believes 
that esophageal disorders should be studied by all 
other methods of examination before esophago- 
scopy is undertaken, and is not afraid to confess 
his errors of judgment. All methods of diagnosis 
and treatment are considered, with special em- 
phasis being laid upon x-ray examination and 
esophagoscopy. 

The book is thoroughly practical, because it tells 
the general practitioner, internist, and surgeon just 
what types of cases will be benefited by esopha- 
goscopy; warns against subjecting the hysterical 
patient with a “lump in the throat” to esopha- 
goscopy, for fear of increasing the nervous symp- 
toms; and brings out disease syndromes and use- 
ful pointers in their diagnosis and treatment. 

The esophagus has long been a “no man’s land,” 
for everyone but the endoscopist, and this volume 
should be vastly helpful. The only criticism one 
might make is that the author describes no treat- 
ment when the esophagus has apparently 


ruptured, 
= 


been 


Surgery of Injury and Plastic Repair 
Fomon 


THE SURGERY OF 
PAIR By Samvuet Fomon, 
Major Medical Corps, U.S 
Williams aud Wilkins Company 
Sketches. Price, $15.00. 


O general or plastic surgeon will fail to enjoy 

this complete reference tome. Kvery 
operation included in the field of plastic surgery 
(tissue transplantation, burns, surgical technic, 
casts and prostheses, plastic surgery of the cran- 
ium, nose, eyelid, auricle, maxillofacial region, lip, 
cleft lip and palate, mandible, salivary glands, 
skin, ete.) is thoroughly discussed. More than 400 
pages are devoted to the pre- and postoperative 
care of the patient, fluid, acid and salt balance, 
anesthesia, and shock. The admirable line draw- 


INJURY AND PLASTIC RE. 
Pu.D., M.D., Formerly, 
Army Baltimore: The 


1939. 1,400 Pages; 925 


type of 


ings, many in color, illustrate various conditions 
and their surgical correction. 

Unlike the handbooks that have appeared in this 
field, Fomon’s work is detailed, adequate, and im- 
mediately applicable. Plastic surgery cannot be 
learned from a book, but the surgeon will be much 
helped by cautions as to the amount of contrac- 
ture which may be expected following certain 
grafts, advice on the various methods of attack- 
ing a surgical problem, and practical pointers on 
the preparation of the patient for surgery and his 
care postoperatively. 

This book is warmly recommended to those sur- 
geons who treat burns or wounds, and those who 
must make skin grafts. Probably the only adverse 
criticism that may be offered is the minor one that 
the author does not mention the use of procaine 
injections in the treatment of painful scars. 
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Elementary Psychiatry 
Billings 


A HANDBOOK OF ELEMENTARY PSYCHOBIOL- 
OGY AND PSYCHIATRY. By Epwarp G. BILLINGs, 
B.S., M.D., M.D. Cum Lavupe (Inpb.) Assistant Pro- 
fessor of Psychiatry, University of Colorado School of 
Medicine; Director, The ‘Psychiatric Liaison Depart- 
ment of the Colorado General and Psychopathic Hos- 
pitals; etc. New York: The Macmillan Company. 1939 
Price, $2.00 
HE general clinician who is ignorant of the 
basic principles of disorders of the personality 

(psychobiology and psychiatry) is working an in- 
justice upon his patients and himself, because it is 
impossible to treat the patient as a whole (and 
this is the only logical basis of all treatment) with- 
out having a reasonably good grasp of the physiol- 
ogy and pathology of the psyche (the soul), which 
is the center around which the entire behavior and 
reaction pattern of the individual is integrated—o1 
disintegrated. 

In this compact and well-made pocket-size vol- 
ume, Dr. Billings (who is an internist as well as 
a psychiatrist) has set forth all the information 
regarding personality disorders that is absolutely 
essential to all clinicians, to enable them to handle 
from 80 to 90 percent of all their patients intelli- 
gently, and to recognize, in their early stages, 
those more severe psychic aberrations whose man- 
agement will require the assistance of a trained 
psychiatrist. 

The four parts of this manual deal with: 
chobiology; Psychiatric Examination Procedures 
(in sufficient detail for all general purposes) ; 
Psychopathology (with a logical and practical class- 
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ification) ; and General Principles of Psychother- 
apy (with enough particulars to enable any sin- 
cere physician to carry out such treatment). 
The text, though greatly condensed, reads 
smoothly ; tables and diagrams are used where they 
will clarify the idea; brief but sufficient bibli- 
ographies are included; the index is adequate. 
Practically every active clinician (in whatever 
line) and medical student needs this book; and it is 
safe to say that all who will read and study it 
sincerely, and make daily use of the information 
it presents, will be more capable and successful 
physicians, professionally and economically. 
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Occupational Diseases of the Skin 


Schwartz and Tulipan 


A TEXT-BOOK OF OCCUPATIONAL DISEASES OF 
THE SKIN, By Louis Scuwartz, M.D., Medical Di- 
rector, United States Public Health Service, in Charge 
Dermatoses Investigations, Washington, D.C., etc., and 
Louis Tuttpan, M.D., Clinical Professor of Dermatol- 
ogy and Syphilology, New York University College of 
Medicine, etc. 799 Pages; 116 Engravings. Philadel- 
phia: Lea and Febiger. 1939. Price, $10.00. 

ASSEMBLED in this one volume are all the facts 

needed to make a diagnosis of an industrial der- 
matitis. One can turn to indexed lists of various 
occupations and determine at once what irritants 
surround the worker. 

Within the space of a few pages, the authors 
have succeeded in brilliantly presenting the few 
important points needed to identify a lesion as an 
occupational dermatosis, and the general methods 
of treatment. Every physician who cares for any in- 
dustrial workers should have this work for reference. 

In considerable detail, each industry is consid- 
ered separately, with regard to the mechanical and 
chemical agents and processes used and their effect 
on the worker’s skin. Numerous photographs il- 
lustrate various types of skin diseases. 


Physiology in Health and Disease 


Wiggers 
PHYSIOLOGY IN HEALTH AND DISEASE. By Cart 
J. Wiccers, M.D., Professor of Physiology in the 
School of Medicine of Western Reserve University, 
Cleveland, Ohio. Third Edition, Revised. 1,144 Pages; 
218 Engravings. Philadelphia: Lea and Febiger. 1939. 
Price, $9.50. 
ROFESSOR Wiggers has succeeded in his aim 
of bringing the physiology of the laboratory 
and the physiology of clinical medicine together 
into a harmonious whole. His text makes no at- 
tempt to be a brief synopsis of physiologic princi- 
ples, nor is it a manual on the practice of medi- 
cine; rather it endeavors to present (1) modern 
viewpoints on the physiology of the normal person, 
and (2) physiologic explanations and experimental 
study on abnormal physiologic processes, such as 
dyspnea in heart disease; coronary occlusion; new 
aspects of blood pressure measurements; metabo- 
lism and nutrition, including obesity; alimentary 
tract physiology; and other conditions. 
Those physicians who wish to keep their knowl- 
edge of body functioning up to date will enjoy 
this book. It will make better practitioners of 


them. 
SS 


The Endocrine Glands 
Goldzieher 


THE ENDOCRINE GLANDS. By Max A. GOLDZIEHER, 
M.D., Endocrinologist, Gouverneur Hospital and Brook- 
lyn Women’s Hospital, New York; Former Professor 
of Pathology, Royal Hungarian University, Budapest. 
271 Figures. New York and London: D. Appleton-Cen- 
tury Company. 1939. Price, $10.00. 

OLDZIEHER has encompassed an enormous 
amount of material in his book. In fact, it is 
confusing to look up certain topics, because each 
few paragraphs are broken up with a dozen or so 
bibliographic references. 
The author is a firm believer in the efficacy of 
glandular products given orally, and in the med- 
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ical treatment of hyperthyroidism. His 
and conclusions in the latter regard are 
reading, by both surgeon and physician. 

The clinician will wish that more of the illus- 
trations were devoted to clinical photographs, 
rather than photomicrographs of pathologic an- 
atomy. 

One good feature of the book is the frequent 
use of case histories to bring out points in diag- 
nosis and treatment. The practicing physician 
thus has concrete examples of modern methods. 

Each gland is presented in a separate section— 
thyroid, parathyroids, thymus, pituitary, pineal, 
pancreas, adrenals, ovary, testes. The discussion 
on each gland and its interrelationships with other 
glands is complete and authentic. 


= 


figures 
worth 


Eye, Ear, Nose, and Throat Manual 
For Nurses 


Parkinson 


EYE, EAR, NOSE, AND THROAT MANUAL FOR 
NURSES. By Roy H. Parkinson, M.D., F.A.C.S., 
Head Oculist and Aurist to St. Joseph’s Hospital, San 
Francisco, California. Fourth Edition. St. Louis: The 
C. V. Mosby Company. 1939. Price, $2.25 


THis book should be required reading for every 

nurse, as it has much common sense and many 
useful pointers for the undergraduate and 
graduate. It explains the usual operative pro- 
cedures carried out in this specialty (some of 
which are performed by general practitioners and 
surgeons, as well) and furnishes photographs of 
the instrument set-up for each operation. 

Each organ, is discussed briefly, in regard to 
simple anatomic facts and the common diseases 
which affect it. It is to be regretted that more 
finished sketches were not furnished, so that the 
nurse could more readily identify landmarks. 

The author’s care in giving directions is ex- 
emplified by the presentation of two photographs, 
showing the correct position in bed for the patient 
after tonsillectomy under ether anesthesia and 
with local anesthesia. 

A light-green paper is used throughout the book, 
with the idea that eye strain is thus prevented 
and glare avoided. 
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Medical Electricity 
Cumberbatch 


ESSENTIALS OF MEDICAL ELECTRICITY By 
Evxin P. CumsBersatcu, M.A., B.M. (Oxon.), D. M 
R.E. (Cams.), F.R.C.P.. Medical Officer in Charge. 
Electrical Department, and Lecturer on Medical Ele: 
tricity, St. Bartholomew's Hospital; Examiner in Med 
ical Electrology, University of Cambridge; et Eighth 
Edition, Revised and Enlarged 147 Illustrations 
Fifteen Plates. Cleveland, Ohio (Edgewater Brancl 
P.O.): The Sherwood Press. 1939. Price, $5.00. 

OR thirty-five years, Cumberbatch’s has been 

the standard text on the use of electricity in 
medicine. It has always contained the latest in 
its field, both theoretical and clinical, and the pres- 
ent (eighth) edition is no exception. 

More space is devoted to short-wave therapy and 
inductothermy. The author feels, unlike many 
Continental students, that the effect of short waves 
is due solely to the heat generated in the 
and not to some specific biologic action. 

Ionization is covered thoroughly, with 
attention being paid to ionization with 
Histamine ionization has been more fully 
sidered. 

The field covered is indicated by the chapter 
headings: The mode of action of electricity in the 
treatment of disease; electric currents used in 
medicine; sources of electric supply and _ their 
utilization; risk associated with use of currents; 
the body as a conductor of electricity; the use 
of the galvanic current in therapeutics; surgical 
electrolysis ; galvanism ; ionization; sinusoidal cur- 
rents; nerve and muscle testing; electrical treat- 
ment of paralysis; high-frequency currents; med- 
ical diathermy; short-wave therapy: inducto- 
thermy: surgical diathermy; electrodesiccation ; 
the cutting current; and static electrical machines 
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Oo , bog TEN INTERNATION AL 
UNITS OF ESTRONE (riesuin) 






A ONE-thousand Rat Unit ampule of Progynon-B (ovarian folli- 
cular hormone) furnishes as much estrogenic effect as a TEN- 
thousand International Unit ampule of estrone (theelin). 


PROGYNON-B AND -DH FURNISH It is generally known that 

MOST ECONOMICAL FORMS OF ‘he cestradiols— Progynon-B 

(Injection) an rogynon- 

ESTROGENIC THERAPY DH (Oral)—are the most 

potent female sex hormones available, but how many physicians 

realize the pertinent fact that they are also by far the most 
economical? 









Authoritative investigations definitely prove that ONE 1000-Rat- 
Unit ampule of Progynon-B furnishes as much estrogenic effect as 
TEN 1000-International-Unit ampules of estrone (theelin). As a 
1000-Rat-Unit ampule of Progynon-B costs only a fraction of the 
price of ten 1000-International-Unit ampules of estrone or theelin, 
it can readily be seen that Progynon-B is much more economical. 








The fact that one Allen-Doisy rat unit is equivalent to ten interna- 
tional units has been thoroughly established by the work of Whit- 
man, Wintersteiner, and Schwenk (J. Biol. Chem. 118:789 (May) 
1937) at Columbia University, New York. This was corroborated 
by the assays of D’Amour and D’Amour (Endocrinology 22:583 
(May) 1938) at the University of Denver, 













INDICATIONS FOR .-. menopausal symptoms, senile vagi- 

nitis, pruritus vulvae, infantile gonor- 

PROGYNON-B and rheal vaginitis, genital infantilism; 
and amenorrhea, dysmenorrhea, and 


PROGYNON-DH sterility due to uterine hypoplasia. 
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